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This thesis is submitted to the University of Birmingham in part fulfilment of the 
requirements for the degree of Doctor of Clinical Psychology (DClinPsy). The thesis is 
presented in two volumes, which detail the research and the clinical work the Author 
has conducted whilst completing clinical training.  
 Volume One contains the research component, comprising of three research 
papers focused on understanding wellbeing in carers and young people who are 
looked after. The first paper is a meta-analysis examining the effectiveness of 
attachment-based interventions with foster and adoptive families on children’s 
relational, emotional and behaviour functioning. The second paper is an empirical 
research study investigating the role of mentalization in the development of 
compassion fatigue in residential carer workers who care for young people who are 
looked after. The third paper is written to disseminate the findings of the meta-analyses 
and empirical paper to foster and adoptive families, residential care workers and 
residential care organisations.  
 Volume Two contains the clinical component, consisting of five clinical practice 
reports (CPRs). Each CPR presents a piece of clinical work that was completed over 
the course of training. CPR One presents a cognitive-behavioural and psychodynamic 
formulation of 21-year old female with childhood trauma and symptoms of post-
traumatic stress disorder. CPR Two is an evaluation of non-attendance in a secondary 
care community mental health team. CPR Three presents a single case experiment 
evaluating an attachment-based intervention for a 4-year old female presenting with 
self-stimulating behaviour. CPR Four describes the assessment, formulation and 
compassion-focused therapy intervention with a 66-year old male who presented with 
   
anger and shame. Finally, the abstract of CPR 5 is included, which details an oral case 
presentation of psychodynamic psychotherapy with a 27-year old female with a 
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Abstract 
 
Background. Children who have been fostered or adopted often present with 
attachment difficulties and challenging behaviour as a result of early relational trauma. 
If not addressed, these difficulties can lead to placement breakdown. This review 
aimed to investigate the effectiveness of attachment-based interventions (ABIs) with 
foster and adoptive families on children’s relational, behavioural and emotional 
functioning. This is the first meta-analysis of ABIs for foster and adoptive families. 
 
Method. A systematic search of five electronic databases was carried out in 
September 2018. Key journals and reference lists of included articles were also 
searched. Twenty-nine studies reporting results for ABIs with foster and/or adoptive 
carers were included in the meta-analysis. Included studies reported outcomes 
relating to children’s relational, behavioural or emotional functioning. Methodological 
quality of the primary studies was appraised using a quality criteria framework.  
 
Results. Overall, results indicated that ABIs had a small-medium treatment 
effect on children’s relational (SMD=0.38, 95% CI [0.19; 0.57]), behavioural 
(SMD=0.36, 95% CI [0.16; 0.56]) and emotional (SMD=0.31, 95% CI [0.09; 0.52]) 
functioning. A subgroup analysis identified that, overall, individually delivered 
interventions were superior to group delivered interventions on all outcomes. Evidence 
also suggested that ABIs had a greater impact on younger children.  
 
Discussion. This meta-analysis supports the use of ABIs with foster and 
adoptive families. However, the studies were generally of poor methodological quality, 
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which limits the confidence in these conclusions. Further high-quality research is 
required to draw clearer conclusions about the effectiveness of ABIs, and how their 
impact is moderated by factors such as the length of placement. 
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1. Introduction 
1.1. The Needs of Foster and Adopted Children 
Child maltreatment is a widespread, global phenomenon. It is estimated that 
nearly 1 in 4 children across the world have experienced abuse, and nearly 1 in 5 have 
experienced neglect (Stoltenborgh, Bakermans-Kranenburg, Alink & van Ijzendoorn, 
2015). Given the devastating impact that abuse and neglect can have on child 
development, it is common practice for children to be removed from their birth parents 
and placed into the care of the child welfare system (NICE, 2017). From here, children 
who are in the care, termed ‘looked-after’, may be fostered or adopted by a family who 
can offer a nurturing environment that cultivates normal child development. However, 
despite attempts to combat the effects of maltreatment, looked-after children remain 
at an increased risk of experiencing psychological difficulties than typically developing 
peers (Fisher, 2015; Meltzer et al., 2003; Wiik et al., 2011). Indeed, the impact of 
trauma on the developing brain means that foster and adopted children are more likely 
to be insecurely attached and have difficulties regulating their emotions, which often 
results in referral to mental health services (Baker, Schneiderman & Licandro, 2017; 
Bederian-Gardner et al., 2018; Glazebrook, Townsend & Sayal, 2015).  
Attachment-related difficulties contribute to an increased risk of psychosocial 
adjustment difficulties once a young person is fostered or adopted (Fisher, 2015; 
Memarzia et al., 2015; Milan & Pinderhughes, 2000). Indeed, whilst foster and 
adoptive placements aim to offer a sense of permanence, they inevitably bring about 
a sense of loss for a child, with regards to their identity, which can lead to challenging 
behaviour and placement breakdown (Bederian-Gardner et al., 2018; Konijn et al., 
2019; Oosterman, 2007; Neil, 2012). Multiple placement breakdowns compound 
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feelings of loss further, by reducing a child’s opportunity to develop secure 
attachments and exacerbating their existing psychological and behavioural difficulties 
further (Schofield & Beek, 2005). Certainly, placement instability has been associated 
with poorer psychosocial outcomes in young people (Rock, Michaelson, Thomson & 
Day, 2013; Teyhan, Wijedasa & Macleod, 2018).  
The presence of childhood adversity does not however determine poor child 
outcomes. Indeed, many young people demonstrate resilience and, as such, recent 
research has focused on examining the factors that mediate the relationship between 
early adversity and good outcomes in looked-after children. The parent-child 
relationship for example, has been shown to mediate the link between childhood 
adversity and psychosocial outcomes (Harwood, Feng & Yu, 2013; Sánchez-
Sandoval, Melero, & López-Jiménez, 2019; Thomas et al., 2017). Consequently, 
relational interventions focused on fostering the parent-child relationship may be 
useful in improving outcomes for foster and adoptive families.  
 
1.2. Intervening Through Caregivers 
Numerous studies have demonstrated the effect of positive parenting on 
children’s emotional, behavioural and academic functioning (De Graaf et al., 2008; 
Hoeve et al., 2009; McLeod, Wood & Weisz, 2007; Pinquart, 2016, 2017, 2017). 
Specific parenting styles, such as parental warmth, and psychological control have 
also been identified as being associated with better functioning in children, relative to 
other parenting dimensions including neglectful, harsh and authoritarian parenting 
(Pinquart, 2016, 2017, 2017). As such, parenting interventions have been developed 
for the treatment of child emotional and behavioural difficulties. These interventions 
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are primarily developed from a behavioural and cognitive-behavioural (CBT) 
perspective, and so focus on modelling effective parenting. Certainly, reviews support 
the effectiveness of these interventions when they are  delivered to biological parent-
child dyads of various age groups (Barlow et al., 2011; Rayce et al., 2017; Shah et al., 
2016), so much so that they are now recommended in the treatment of various mental 
health difficulties (NICE, 2013, 2017, 2018).  
The effectiveness of parenting interventions with foster and adoptive families is 
mixed. Some studies have evidenced the positive impact these interventions can have 
on parenting (Linares, Montalto, Li & Oza, 2006). However, when training was focused 
on skill development and behaviour management, there were limited effects on child 
conduct, carer skill level or carer capacity (Pithouse, 2002; Macdonald, 2005; Turner, 
MacDonald & Dennis, 2007). Hodges (2005) suggested that interventions based on 
behaviour management principles were unlikely to be effective for foster and adoptive 
families, given the additional complexities of looked-after children. Indeed, children 
who are looked-after differ from other children in terms of their experience of early 
adversity and mental health problems (Fisher, 2015; Oswald, Heil & Goldbeck, 2010). 
Therefore, parenting interventions for foster and adoptive families need to take 
account of the specific challenges carers face when caring for looked-after children if 
they are to be of value.  
 
1.3. Attachment Theory 
Attachment theory is a useful framework for understanding the needs of foster 
and adopted children. Bowlby (1969) defined ‘attachment’ as a deep and enduring 
emotional bond with another person, and proposed that  babies are born with an innate 
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drive to develop this bond with their caregiver to ensure their survival (Crittenden, 
2006; Fletcher & Gallichan, 2016). If the baby’s caregiver is consistently responsive, 
offering them a ‘secure base’ from which they feel able to safely explore, and a ‘safe 
haven’ to return to when they are distressed, the baby will develop a secure 
attachment (Bowlby, 1988; Crittenden, 2006; Powell et al., 2013). The first relationship 
with the attachment figure is crucial in child development, because it acts as a template 
for subsequent relationships, known as an ‘internal working model’ (Bowlby, 1969, 
1982; Crittenden, 2006; Powell et al., 2013). If a baby experiences attuned and 
responsive caregiving from its caregiver, it will develop beliefs that it is worthy of care 
and that others can be relied upon (Bowlby, 1969, 1982; Crittenden, 2006). Indeed, 
children who are securely attached have generally higher self-esteem and empathy 
and can deal with stress more effectively than others (Brumariu, 2015; Gorrese & 
Ruggieri, 2013; Ranson & Urichuk, 2008).  
Children who have experienced maltreatment on the other hand, are likely to 
have experienced their attachment figures as unavailable, and a source of distress 
rather than comfort (Crittenden, 2006; Powell et al., 2013). Indeed, a lack of a secure 
base leads children to develop an internal working model where the caregiver is seen 
as neglecting, and the self is seen as unworthy of care (Bowlby, 1969, 1982; 
Crittenden, 2006). These children go on to develop insecure attachment styles, where 
they have difficulties trusting others, fearing they cannot be relied on for care and 
support (Crittenden, 2006; Shemmings & Shemmings, 2011). It is highly likely then, 
that foster and adoptive children will have difficulties forming new relationships, 
particularly with substitute caregivers given their experience of neglectful or abusive 
parenting. The impact of trauma on neurodevelopment means that these children are 
also likely to be behaviourally and emotionally dysregulated, which may further 
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compound the development of trusting relationships (Fisher, 2015). These challenges 
can lead to ‘blocked care’, where prolonged stress can suppress a caregiver’s ability 
to love and empathise with their child, leading them to withdraw from them (Hughes, 
2017). As such, placement breakdown is more likely, reinforcing children’s relational 
difficulties, as children are unlikely to achieve a sense of permanence, and ultimately 
a safe base (Kerr & Cossar, 2014). Positively though, research has indicated that 
children who are insecurely attached may shift to a more secure attachment pattern 
when placed with securely attached adults (Bernard et al., 2012).  
 
1.4. Attachment-Based Interventions 
Developing secure attachments is key to improving outcomes in foster and 
adoptive children.  These children bring to their new families expectations of rejection 
and a set of psychological strategies that have kept them safe in prior neglectful 
environments but are unlikely to be conducive to healthy relational functioning in new 
families. However, research indicates that warm, attuned and consistent caregiving 
can change children’s attachment style (Braungart-Rieker, Garwood, Powers & Wang, 
2001). As such, attachment-based interventions focused on promoting the carer-child 
relationship may provide a child with an experience of care, security and containment 
that they did not receive with their primary caregivers and, as such, may foster a more 
secure attachment style.  
Kemmis-Riggs, Dickes, and McAloon (2018) conducted a systematic review of 
fourteen studies, examining the effectiveness of different programme components of 
psychosocial interventions for foster families. The authors identified that interventions 
which offered trauma-based psychoeducation and focused on developing the parent-
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child relationship were associated with the most benefit on children’s relational and 
behavioural functioning. Further, Kerr and Cossar (2014) conducted a recent 
systematic review investigating the effectiveness of attachment interventions with 
foster and adoptive families. The authors reviewed the literature up until January 2013, 
including ten studies that found evidence to suggest that attachment-based 
interventions had a positive impact on children’s behavioural functioning, and to a 
lesser extent, on relational and emotional functioning. Due to the poor methodological 
quality of the studies though, the authors concluded that it was difficult to draw clear 
conclusions about the impact of attachment-based interventions on children’s 
psychosocial functioning.  
 
1.5. Rationale and Aims 
The current review aims to further investigate the impact of attachment-based 
interventions with foster and adoptive families. Specifically, the authors aim to build 
upon the review conducted by Kerr and Cossar (2014) by extending it to include 
papers published after January 2013 with the hope that recently published papers may 
be of a better methodological quality. Moreover, the review aims to include a 
quantitative synthesis of data to provide an objective estimate of the effectiveness of 
interventions, thereby reducing the potential for bias.  
The present review included studies that used attachment-based interventions 
with foster and adoptive carers. Three outcome factors were included in the review to 
assess the effectiveness of interventions: children’s relational, behavioural and 
emotional functioning. Children’s relational functioning (i.e., a measure of their 
attachment style or how a child relates to others as perceived by their caregiver) was 
Volume One Chapter One 10 
included due to the nature of the interventions. Children’s behavioural (i.e., a measure 
of how a child behaves as perceived by their caregiver) and emotional functioning (i.e., 
a measure of how the child regulates emotional distress as perceived by their 
caregiver) was included due to the impact these difficulties can have on children’s 
developing relationships with their families.  
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2. Method 
2.1. Identifying Primary Studies 
2.1.1. Inclusion criteria. Inclusion and exclusion criteria are detailed in Table 
1.1. To gain an overview of the effectiveness of attachment-based interventions within 
foster and adoptive families the criteria were kept fairly broad as there is considerable 
variability in methodology within the research. The main criteria for inclusion was any 
intervention study, where an attachment-based intervention was used with foster and 
adoptive carers or foster and adoptive carers and their foster and adoptive children. 
Interventions were defined as ‘attachment theory based’ if they: 
• described the use of attachment theory as underpinning their development; 
• aimed to improve the understanding of attachment theory in carers;  
• aimed to improve the attachment relationship between the carer and their child. 
Studies had to utilise quantitative methodology to ensure that there were sufficient 
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Table 1.1. 
Inclusion and exclusion criteria. 
 
Dimension Inclusion Criteria Exclusion Criteria 
Population Foster carers of children under the 
age of 18, of both genders 
 
Adoptive parents (mothers and 
fathers) of children under the age of 
18, both genders 
 
Other family-based carers e.g. 
kinship carers of looked-after 
children under the age of 18, both 
genders  
 
Mixed samples of foster, adoptive 
and kinship carers 
Samples of residential care workers  
 
Biological parents of children 
recovering from trauma and abuse 
   




therapeutic, online, group based or 
individual format 
Dyadic training interventions with no 
input from carers or parents 
   
Comparators Intervention control 
 





Contrasting populations (e.g. 
biological parents) 
   
Outcomes Data relating to children’s 





experimental task methods 
Anecdotal reports of outcomes  
   
Study Design Quantitative evaluative design, 
including pre and post intervention 
studies, controlled studies, 
randomised controlled studies, 
longitudinal follow-up studies  
Evaluations of interventions without 
quantitative analysis 
 
Descriptive or theoretical papers that 
do not aim to evaluate interventions 
 
Review or meta-analysis papers 
 
Single case descriptions 
   
Publication All years of publication covered by 
literature search databases 
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2.1.2. Search strategy. A systematic search of the following databases was 
carried out in September 2018 to identify relevant papers: PsychINFO, EMBASE, 
MEDLINE, ERIC, ProQuest (including Applied Social Sciences Index and Abstracts, 
Social Services Abstracts, Sociological Abstracts, ProQuest Dissertations and 
Theses: UK and Ireland, Dissertations and Theses: Global). A series of three searches 
were carried out and then systematically combined. The following search terms were 
used: (1) population: "adoptive child*" OR "foster child*" OR "looked after child*" OR 
"foster care*" OR "adoptive parent*" OR "foster parent*" OR "kinship care*" (2) 
intervention: therap* or treatment* or training or intervention or education* (3) 
intervention focus: attachment OR "attachment theory" OR "carer child relation*" OR 
"attachment security". 
The results of the systematic search are presented in Figure 1.1. The search 
yielded 1102 articles, leaving 656 once duplicates were removed. Abstracts were 
initially screened for suitability, then the remaining articles were subject to full text 
screening according to the inclusion and exclusion criteria.  
Twenty-nine articles met the full inclusion criteria from the initial search, and 
three were identified from the reference lists of these studies. Thus, 32 articles 
satisfied criteria for the meta-analysis. Two papers (Dozier et al., 2006, 2009) reported 
outcomes on the same sample and so were considered as one study. Similarly, three 
other papers (Juffer et al., 1997, 2005; Stams et al., 2001) reported follow-up data on 
the same sample and so were considered as one study. Therefore, twenty-nine 
primary studies are reported in the meta-analysis.  
 
 


















































Figure 1.1. Results of the systematic search and the application of the inclusion 
criteria. 
Articles screened by 
title/abstract 
N = 622 
Full Text Accessed 
and Screened 
N = 105 
Articles identified from 
reference list search 
N = 3 
 
Articles included 
N = 32 
Articles Excluded 
N = 516        
Unable to Access Full 
Text 
N = 1 
Articles Excluded 




Dyadic interventions (3) 
Outcome measures (13) 
Single-case design (4) 
Qualitative evaluation (5) 
Discussion paper (8) 
Not enough data to be 
meta-analysed (3) 
Biological parents (1) 






N = 1138 
Duplicates removed 
N = 516        
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2.2. Summary of Included Studies  
The final studies included are summarised in Table 1.2. All studies evaluated 
the effectiveness of attachment-based interventions (ABIs), that were delivered either 
individually (13 studies), in a group-format (15 studies), or online (1 study). The 
average (mean) length of intervention was 17 weeks. Participants were all foster, 
adoptive or kinship carers, and their foster or adoptive children, who varied in age from 
3 months to 18 years. Few studies stratified their sample by type of carer or age of 
child. Studies included a range of relational (21 studies), behavioural (19 studies) and 
emotional (17 studies) outcome measures. Typically, behavioural and emotional 
functioning was measured using the Child Behaviour Checklist or Strengths and 
Difficulties Questionnaire.  
 
2.3. Quality Ratings and Data Extraction  
All data were extracted from papers by the corresponding author. The reliability 
of the selection processes and data extraction was checked using a 10% random 
sample. Full reports of studies of agreed relevance were obtained, quality rated, and 
data relating to methods, participants, interventions and outcomes, extracted. Quality 
ratings and data extraction from 10% of the studies of agreed relevance were cross-
validated by a second rater. The author and the second rater agreed on the quality 
rating and data extracted from all studies within the sample.   
It was anticipated that treatment outcome would be reported as a mean or mean 
difference, a standard deviation and n-size for a treatment and control group. If 
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standard deviations for each group were not reported individually then the pooled 
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then Student t or F statistics were transformed into estimates of Cohen’s d. Multiple 
reporting of outcomes can result from primary studies reporting multiple measures of 
the same outcome Where possible, multiple outcomes will be combined in a single 
quantitative outcome using the procedures described by Borenstein et al. (2009).  
 
2.4. Risk of Bias Assessment  
A set of quality criteria were developed to assess risk of bias. The quality criteria 
were adapted from existing frameworks including: Downs & Black (1998), The 
Cochrane Collaboration Risk of Bias Tool (Higgins & Green, 2011), and the Risk of 
Bias Assessment Tool for Nonrandomised Studies (Kim et al., 2013). The framework 
assessed risk of bias in seven domains: Selection Bias, Performance Bias, Treatment 
Fidelity, Detection Bias, Statistical Bias, Reporting Bias, and Generalisability (see 
Table 1.3). Each risk domain was rated as Low, Unclear or High risk. Quality ratings 
as assessed by the author are shown in Figure 1.2.  
2.4.1. Selection bias. Overall, selection bias was mixed within the primary 
studies, with thirteen studies being rated as low risk. These studies were all 
randomised controlled studies, where the randomisation procedure was clearly 
described. Conn et al., (2018) used random sampling, however, there were clear 
differences on some demographic variables, including that children in the intervention 
group were older and more in need of mental health treatment. The extent to which 
these variables may have influenced the impact of the intervention is unclear, and 
therefore the study was rated as an unclear risk of bias.   
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2.4.2. Performance bias. Twelve studies indicated that participants were not 
blind to treatment allocation and therefore were rated as being a high risk of bias as 
this may have biased the estimate of the treatment effect. Moreover, several of these 
studies reported that there were differences in the care provided to the intervention 
and control group that were not controlled for, such as the intervention receiving more 
hours of contact with the researchers (Hacker, 2009; Sprang, 2009) and that some 
participants were receiving additional support (Becker-Weidman, 2006; Sergeant, 
2011). 
Therefore, it was difficult to draw conclusions that any effect was due to intervention, 
rather than confounding variables. Eight studies were also rated high risk due to their 
within-subject design, as participants had put themselves forward for the intervention. 
Seven studies gave no information about blinding and so were rated as unclear risk of 
bias. Only two studies reported blinding participants and that the format, frequency 
and duration of therapy was kept consistent across the intervention and control (Dozier 
et al., 2006, 2009; Juffer et al., 1997, 2005; Stams et al., 2001).  
2.4.3. Treatment fidelity. Nine studies described how they measured 
treatment fidelity and reported the results of this within the study, which demonstrated 
good adherence to the protocol. Therefore, these studies were deemed low risk. The 
majority of studies (52%) were rated as unclear, as although they reported checks for 
treatment fidelity, including that therapists had more than two years training in specific 
approaches (Becker-Weidman, 2006; Hacker, 2009; Mersky, 2016; Baker et al., 2015; 
Dozier et al., 2006, 2009), a treatment protocol was followed (Van Andel, 2016; 
Sergeant, 2011, Purvis et al., 2015) and video-taping of sessions was used (Adkins et 
al., 2018), no evaluation of fidelity was included in the paper. If studies did not report 
any procedures to ensure treatment fidelity, they were regarded as a high risk of bias. 
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2.4.4. Detection bias. The majority of studies (72%) did not report if those 
administering the outcome assessment were blinded or not. Only six studies reported 
using blind outcome assessors who were not involved in the treatment programme 
(Dozier et al., 2006, 2009; Harris-Waller, 2018; Juffer et al., 1997, 2005/Stams et al., 
2001; Minnis et al., 2001; Stevens, 2011; Wassall, 2011). Two studies stated that 
outcome assessors were not blind (Hacker, 2009; Wydra, 2013). However, these 
studies used self-report measures that required scoring only by assessors and so were 
judged to be low risk as it was felt that the scoring of these was unlikely to be 
influenced by lack of blinding. All studies reported using valid and reliable measures 
that either measured children’s relational, behavioural or emotional functioning. 
2.4.5. Statistical bias. Overall, attrition rates were variable, however, studies 
were fairly consistent in providing reasons for drop-outs, which appeared unrelated to 
the intervention, including foster/adoptive placement breakdown and placement move. 
Sixteen studies reported attrition rates less than 20%, suggesting the intervention was 
tolerable and so were rated low risk. A number of these studies also reported using 
intent-to-treat analyses (Danko, 2014; Mersky et al., 2016; Minnis et al., 2001; 
Sergeant, 2011; Sprang, 2009; Wydra, 2013). Twelve studies were rated as unclear 
as they either had attrition rates between 20 and 30% (Allen et al., 2014; Conn et al., 
2018; Purvis et al., 2015; Selwyn et al., 2006, 2009) or their reporting was unclear. 
One study was rated high risk as more than 30% of the data was lost during data 
collection and only a completer analysis was conducted (Harris-Waller et al., 2018).  
2.4.6. Reporting bias. Overall, the full reporting within the studies was 
considered to be generally good. Six studies were rated as unclear because they did 
not report all the subscales of measures (Baker et al., 2015; Carnes-Holt & Bratton, 
2014; Golding & Picken, 2004; Juffer et al., 1997, 2005/Stams et al., 2001; Minnis et 
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al., 2001; Selwyn et al., 2016). Four further studies were rated as high risk, either 
because they did not report all the measures listed in their methodology (Danko, 
2014), did not report outcomes that were non-significant (Dozier et al., 2006, 2009; 
Harris-Waller et al., 2018) or it was difficult to interpret the outcomes listed (Van Andel 
et al., 2016).  
2.4.7. Generalisability. Overall, the sample size and whether findings could be 
generalised outside of the study sample was the largest risk of bias amongst studies. 
17 studies had a sample size of at least 20 participants in each group, which is the 
minimum number considered for reliably estimating an effect (Higgins & Green, 2011). 
However, studies typically failed to differentiate between foster, adoptive and kinship 
carers, which have been described as being qualitatively different, and thus result in 
quantitatively different treatment effects (Biehal et al., 2009; Selwyn & Quinton, 2004). 
Studies also failed to stratify the treatment effect according to the age of the child. 
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Allen et al., (2014)        36% 
Baker et al., (2015)        57% 
Becker-Weidman (2006)        50% 
Carnes-Holt & Bratton, (2014)        57% 
Colonnesi et al., (2013)        50% 
Conn et al., (2018)        57% 
Danko (2014)        50% 
Dozier et al., (2006; 2009)        64% 
Golding & Picken (2004)        29% 
Gurney-Smith et al., (2010)        43% 
Hacker (2009)        50% 
Harris-Waller et al., (2018)        29% 
Holmes & Silver (2010)        36% 
Juffer et al., (1997; 2005)/ 
Stams et al., (2001) 
       57% 
Laybourne et al., (2008)        36% 
Mersky et al., (2016)        71% 
Minnis et al., (2001)        57% 
N’Zi et al., (2017)        71% 
Purvis et al., (2015)        57% 
Razuri et al., (2016)        71% 
Selwyn et al., (2009)        43% 
Selwyn et al., (2016)        29% 
Sergeant (2011)        57% 
Sprang (2009)        71% 
Stevens (2011)        71% 
Van Andel et al., (2016)        57% 
Warman et al., (2006)        43% 
Wassall (2011)        64% 
Wydra (2013)        64% 
Notes: Quality index was calculated by allocating each risk domain of each study 0, 1 or 2 points based upon their 
rating of high, unclear or low risk of bias respectively. The total sum of the points obtained was calculated and then 
divided by the total number available. A percentage was calculated by multiplying by 100. Red indicates high risk 
of bias, amber marks an unclear risk of bias and green is a low risk of bias 
 
Figure 1.2. Summary of applied quality criteria. 
 
Volume One Chapter One 31 
2.5. Data Analysis Strategy  
A separate meta-analysis was conducted for children’s relational, behavioural 
and emotional functioning, using the data analysis strategy detailed below.  
2.5.1. The omnibus test. Summary effects and 95% confidence intervals (CI) 
were calculated using the random effect (RE) model. This model assumes that 
observed study effect sizes vary from the true effect due to underlying between-study 
differences, such as differences in participants and/or interventions, and sampling 
error. Therefore, the summary effect is estimated as the mean of the weighted study 
effect sizes, where study weighting is a combination of within-study variance and a 
between-study random effects variance component. Between-study variance was 
calculated using the DerSimonian and Laird (1986) method. Summary effects were 
interpreted according to Cohens d, where 0.2 is considered a small effect, 0.5 is 
medium and 0.8 is a large effect size (Cohen, 1988).  
2.5.2. Handling problematic variance. Heterogeneity in the study effects 
relates to the proportion of variability in the primary studies that cannot be attributed 
to the effect. Accordingly, heterogeneity can be considered as “problematic variation” 
resulting from bias. Heterogeneity was assessed using Higgins I2,, where the values 
of 25%, 50% and 75% indicate low, moderate and high levels of heterogeneity 
respectively (Higgins et al., 2003). Problematic variance is defined as a Higgins I2 
value greater than 75%. 
Where problematic variance was indicated, the presence of influential studies 
was assessed using a leave-one-out analysis (Bax et al., 2006). This procedure 
identifies any studies that have a disproportionate influence on the summary effect, by 
observing the impact of removing each study in turn. If omitting a study resulted in a 
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recalculated summary estimate that lay outside of the original 95% CI, then that study 
was permanently removed. If the leave-one-out analysis indicated that no studies had 
disproportionate influence on the summary effect, a visual inspection of the forest plot 
was conducted. Studies whose findings were deemed inconsistent from the remaining 
literature and were judged to be a high risk of bias were removed from the omnibus 
test, the synthesis was recalculated, and the impact of their removal was reported.  
2.5.3. Attenuation of omnibus estimate due to methodological quality. 
Another meta-analytic model, the quality effects (QE) model, extends the assumptions 
of the RE model by including a rating of methodological quality in addition to sample 
size, when calculating the summary effect (Doi & Thalib, 2008). In this review, the QE 
model was calculated using the total score from the risk of bias ratings in Figure 2. 
Therefore, the QE model was interpreted as the meta-analytic synthesis that would be 
obtained had all of the studies been of the same methodological quality as the best 
study in this review. Accordingly, the model provides a measure of attenuation in the 
omnibus effect that may be attributed to methodological variation.  
2.5.4. Attenuation of omnibus estimate due to publication bias. Publication 
bias and small study effects were identified initially through visual inspection of a 
funnel plot. A funnel plot is a scatterplot of the effects from studies plotted against a 
measure of precision. In the absence of publication bias, it is assumed that studies 
with high precision will be plotted near the meta-analytic synthesis. Those with low 
precision will be spread evenly on both sides of the average, creating a roughly funnel-
shaped distribution where the distance from the average is inversely proportionate to 
the precision of the study. Deviation from a symmetric inverted funnel shape indicated 
publication bias.  
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Where publication bias was identified, a ‘trim and fill’ procedure (Duval & 
Tweedle, 2000a; Duval & Tweedle, 2000b) was undertaken. The trim and fill procedure 
builds upon the assumption that publication bias would lead to an asymmetrical funnel 
plot. The procedure uses an iterative algorithm to remove extreme small studies from 
the side of the funnel plot associated with positive effects, re-computing the effect size 
at each iteration until the funnel plot is symmetric about the (corrected) effect size. The 
algorithm then adds the original studies back into the analysis. The trimming procedure 
yields an adjusted effect size which can be compared to the omnibus estimate, to 
examine attenuation in the effect due to publication bias.  
In addition, the fail-safe number (N) was also calculated (Rosenthal, 1979). The 
fail-safe N is an estimation of the number of missing studies that would need to be 
retrieved for the effect to be no longer significant. If the number of studies is large in 
comparison to those in the review, the omnibus estimate can be considered to be 
robust to the effects of publication bias.  
2.5.5. Attenuation of omnibus estimate due to other factors. Specific a 
priori hypotheses were posited that the method of intervention delivery, country of 
publication, population and study design may influence the omnibus estimate. Sub-
group analyses were conducted, evaluating the difference between the sub-group 
summary effects in order to test these hypotheses.  
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3. Results 
A summary of the uncorrected effects and heterogeneity for each of the main 
outcomes in the meta-analysis is presented in Table 1.4. Results indicate that 
attachment-based interventions had a significant small to moderate treatment effect 
on children’s relational, emotional and behavioural functioning.  
 
Table 1.4. 
Results of meta-analysis for each outcome when all primary studies were included in 
the analysis. 
 
Outcome type Number of 
studies 
Summary Effect 
Size, [95% CI] 
Heterogeneity 
Higgins I2 
Children’s relational functioning 21 0.58, [0.29, 0.88] 78.9 
Children’s behavioural functioning 19 0.36, [0.19, 0.60] 66.8 
Children’s emotional functioning 17 0.31 [0.09, 0.52] 67.6 
Notes: 
Effect size Cohens d: Small = 0.2; Moderate= 0.5; Large = 0.8 (Cohen, 1988).  
Interpretation of I2: Small = 0-50; Moderate = 50-75; Large = 75-100 (Higgins et al., 2003). 
 
 
3.1. Children’s Relational Functioning 
3.1.1. The omnibus test. Treatment effects in the primary studies are reported 
in Figure 3. Across the 21 primary studies, a moderate, significant treatment effect 
was observed for outcomes related to children’s relational functioning (SMD = 0.58, 
95% CI [0.29; 0.88]), indicating that relational functioning improved following 
intervention (see Table 1.4; Figure 1.3). There was a high degree of consistency 
amongst studies in the direction of the reported effect, with the exception of Minnis et 
al. (2001). However, substantial levels of heterogeneity were observed (Higgins I2 = 
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78.9%), suggesting that the primary studies were biased by the presence of 
confounding factors. 
The impact of disproportionately influential studies was initially assessed using 
a “leave-one-out” analysis (see Figure 1.4). The CI for Becker-Weidman (2006) did 
not include the value of the synthesis, and further when it was removed from the 
analysis, the omnibus effect altered significantly. Exclusion of this study also reduced 




Figure 1.3. Treatment effects and forest plot for outcomes related to children’s 
relational functioning for the primary studies (K=21).  
 
The omnibus effect estimate was recalculated with the exclusion of Becker-
Weidman (2006). Consequently, a small, significant treatment effect was found (SMD 
= 0.38, 95% CI [0.19; 0.57]). The corrected RE model evidences approximately 34.5% 
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decrease relative to the uncorrected estimate, indicating that Becker-Weidman (2006) 
was exerting excessive influence on the synthesis value. According to the risk of bias 
table in Figure 1.2, Becker-Weidman (2006) was rated as being of lower 
methodological quality than other studies, therefore, henceforth, this study will be 
excluded from the analysis of relational functioning outcomes due to its contribution to 
between-study heterogeneity.   
 
 
Figure 1.4. Leave-one-out analysis for relational functioning outcomes. Forest plot 
shows summary effects and 95% CIs excluding each study in turn, sorted in ascending 
order of effect size (K=21). 
 
 
3.1.2. Attenuation of omnibus estimate due to methodological quality. The 
quality effects model was calculated from the 20 observed studies. The QE model 
reported a medium, significant treatment effect on children’s relational functioning 
(SMD = 0.59, 95% CI [0.31; 0.87]). Accordingly, if future studies were conducted using 
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the same methodological quality as the best rated study in this review, a 55% increase 
in the effect size would be expected.  
3.1.3. Attenuation of omnibus estimate due to publication bias. A funnel 
plot was used as a visual aid to estimate publication bias on the basis of the 20 
included studies. As can be seen from Figure 1.5, the outcomes reported for children’s 
relational functioning conformed to normal expectations, given the funnel plot 
symmetry. Indeed, there appeared to be an absence of small sample studies reporting 
null effects, indicating evidence of publication bias.  
 
 
Figure 1.5. A funnel plot of the effect estimates in observed studies, plotted against 
the standard error (scale reversed), for outcomes related to children’s relational 
functioning. Observed studies (K=20) are shown in dark circles. Studies added to 
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Using a nonparametric “Trim and Fill” method, seven studies were estimated to 
be added to the funnel plot (see Figure 1.5). The corrected estimate of the summary 
effect was 0.21, 95% CI [0.01; 0.42], indicating a 44% reduction in the effect relative 
to the original analysis. Moreover, using Rosenthal’s (1979) algorithm, 221 
unpublished studies reporting null findings would be required to reduce the meta-
analytic effect to non-significance, on the basis of the 20 included studies. This 
indicates that the corrected meta-analytic effect is fairly robust to publication bias.  
 
3.1.4. Attenuation of omnibus estimate due to other factors. A sub-group 
analysis was conducted to examine the impact of the type of intervention on children’s 
relational functioning (see Figure 1.6). Using the RE model, a small, significant 
treatment effect was found for both group (SMD=0.35, 95% CI [0.08, 0.63]) and 
individually delivered interventions (SMD=0.39, 95% CI [0.17, 0.61]). Therefore, the 
effect appeared robust to intervention type.   
Further sub-group analyses were conducted to examine the impact of study 
design, country of publication and sample population on treatment effect (see Table 
1.5). Study design had little impact on the obtained effect. Further, studies conducted 
in Holland and the USA obtained a small, significant summary effect. Similarly, those 
studies conducted in the UK obtained a small summary effect, however this was not 
significant. Treatment effect also varied greatly according to sample population. 
However, given the small amount of studies, it was difficult to conclude whether type 
of carer did influence the effectiveness of attachment-based interventions.  
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Figure 1.6. Treatment outcomes and forest plot for children’s relational functioning 
outcomes for observed studies (K=20), organised by how the intervention was 
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Table 1.5.  
Treatment effects and 95% CI’s for children’s relational functioning outcomes for 
observed studies (K=20), organised according to study design, country and 
population.   
 
Subgroup Number of 
studies 
RE model summary 
effect, [95% CI] 
Higgins I2 
Study design    
Between subjects 12 0.40 [0.10; 0.70] 59 
Within subjects 8 0.39 [0.153; 0.62] 27 
    Country    
Holland 3 0.33 [ 0.07; 0.59] 0 
UK 9 0.34 [-0.03; 0.72] 69 
USA 8 0.43 [ 0.20; 0.66] 0 
    Population    
Foster Carers 7 0.35 [-0.05; 0.75] 63 
Kinship Carers 2 1.31 [ 0.39; 2.23]   0 
Adoptive Parents 6 0.31 [ 0.11; 0.51] 0 
Foster and Kinship Carers 1 0.10 [-0.43; 0.63] - 
Foster and Adoptive Carers 3 0.80 [0.40; 1.19]   5 
Foster, Adoptive and Kinship 
Carers 
1 0.02 [-0.59; 0.63]   - 
Notes: 
Effect size Cohens d: Small = 0.2; Moderate = 0.5; Large = 0.8 (Cohen, 1988).  
Interpretation of I2: Small = 0-50; Moderate = 50-75; Large = 75-100 (Higgins et al., 2003). 
 
 3.1.5. Summary. With the exclusion of Becker-Weidman (2006), a small 
significant treatment effect was found for the efficacy of attachment-based 
interventions on children’s relational functioning (SMD=0.38, 95% CI [0.19; 0.57]). The 
effect was robust to methodological quality and is expected to increase if future studies 
are conducted with improved methodology. However, the effect reduced when 
accounting for publication bias.  
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3.2. Children’s Behavioural Functioning 
3.2.1. The omnibus test. The effect of the interventions on children’s 
behavioural functioning is reported in Figure 1.7. Across the primary studies, a small, 
significant treatment effect was found (SMD = 0.36, 95% CI [0.16; 0.56]; see Table 4; 
Figure 7). Therefore, with the exception of Wassall (2011), Carnes-Holt & Bratton 
(2014) and Dozier et al., (2006), interventions improved children’s behavioural 
functioning. However, moderate levels of heterogeneity (Higgins I2 = 66.8%) were 
established. 
 
Figure 1.7. Treatment effects and forest plot for outcomes related to children’s 
behavioural functioning for the primary studies (K=19). 
 
A “leave-one-out” analysis indicated no study, when removed in turn, altered 
the value of the synthesis significantly (see Figure 1.8). The forest plot in Figure 7 was 
therefore inspected. Exclusion of this study reduced heterogeneity (Higgins I2 = 
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49.2%) indicating that it contributed significantly to between-study variance. The 
omnibus effect estimate was recalculated with the exclusion of Sprang (2009) and a 
small, significant treatment effect was found, SMD = 0.29, 95% CI [0.13; 0.45], 
approximately a 19% decrease relative to the uncorrected estimate. 
 
 
Figure 1.8. Leave-one-out analysis for behavioural functioning outcomes. Forest plot 
shows summary effects and 95% CIs excluding each study in turn, sorted in ascending 
order of effect size (K=19). 
 
Whilst Sprang (2009) appeared to exert excessive influence on the summary 
effect, it may do so because it used an RCT design and was deemed to be of good 
methodological quality in comparison to other studies in the review (see Figure 1.2). 
Therefore, the Sprang (2009) study may provide a truer estimate of the treatment 
effect. Accordingly, it will not be excluded from the analysis of behavioural functioning.  
3.2.2. Attenuation of omnibus estimate due to methodological quality. The 
quality effects model was calculated from the 19 observed studies. The QE model 
Volume One Chapter One 43 
reported a moderate, significant treatment effect on children’s behavioural functioning 
(SMD = 0.48, 95% CI [0.22; 0.73]). The QE model evidences an approximately 33% 
increase in the summary effect relative to the RE estimate. Accordingly, when the 
synthesis included information about methodological quality there was an increase in 
the synthesis value. 
3.2.3. Attenuation of omnibus estimate due to publication bias.  
 
 
Figure 1.9. A funnel plot of the effect estimates in observed studies, plotted against 
the standard error (scale reversed), for outcomes related to children’s behavioural 
functioning. Observed studies (K=19) are shown in dark circles.  
 
A visual inspection of the funnel plot in Figure 1.9 demonstrated that studies reporting 
outcomes on children’s behavioural functioning conformed to normal expectations. A 
nonparametric “Trim and Fill” procedure added no studies to the funnel plot.  Indeed, 
253 unpublished studies reporting null findings would be required to reduce the meta-
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analytic effect to non-significance (Rosenthal, 1979). Therefore, the meta-analytic 
effect appears fairly robust to publication bias. 
 
3.2.4. Attenuation of omnibus estimate due to other factors. The impact of 
intervention type on children’s behavioural functioning was examined using a sub-
group analysis (see Figure 1.10). Using the RE model, a large, significant treatment 
effect was found for individually delivered interventions (SMD = 0.71, 95% CI [0.38; 
1.05]), an increase in effect size relative to the overall summary effect. A trivial, non-
significant effect was found for group interventions, SMD = 0.11, 95% CI [-0.04, 0.26], 
a decrease in effect relative to the omnibus estimate. Accordingly, the omnibus effect 
was sensitive to type of intervention offered; a larger effect would be expected for 
individually-delivered interventions, than for group-based interventions.   
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Figure 1.10. Treatment outcomes and forest plot for children’s behavioural functioning 
outcomes for observed studies (K=19), organised by how the intervention was 
delivered (group, individually, online).  
 
Further sub-group analyses were conducted to examine the impact of study 
design, country of publication and sample population on treatment effect (see Table 
1.6). Studies conducted with within-subjects methodology obtained a larger effect size 
than between subjects studies; indicating that studies with more rigorous methodology 
were associated with a more conservative treatment effect, relative to the omnibus 
estimate. Studies conducted in the USA obtained a larger effect than the synthesis 
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value, indicating the omnibus effect may be sensitive to country of publication. There 
was variability in the effect obtained according to sample population. Studies with 
adoptive parents and kinship carers obtained larger effect sizes, but there were few 
studies which limited confidence in this conclusion.   
 
Table 1.6.  
Treatment effects and 95% CI’s for children’s behavioural functioning outcomes for 
observed studies (K=19), organised according to study design, country and 
population.   
 
Subgroup Number of 
studies 
RE model summary 
effect, [95% CI] 
Higgins I2 
Study design    
Between subjects 13 0.32 [0.05; 0.59] 67.3 
Within subjects 6 0.44 [0.14; 0.75] 67.7 
    Country    
Holland 1 0.41 [-0.22; 1.04]   - 
UK 5 0.12 [-0.08; 0.31] 0 
USA 13 0.47 [ 0.19; 0.74] 74.4 
    Population    
Foster Carers 6 0.45 [ -0.02; 0.92] 82 
Kinship Carers 2 1.18 [ 0.27; 2.09]   0 
Adoptive Parents 7 0.35 [ 0.08; 0.62] 69.4 
Foster and Kinship Carers 1 0.14 [-0.35; 0.63]   - 
Foster and Adoptive Carers 2 0.08 [-0.55; 0.72] 21.7 
Foster, Adoptive and Kinship 
Carers 
1 0.06 [-0.55; 0.67]   - 
Notes: 
Effect size Cohens d: Small = 0.2; Moderate = 0.5; Large = 0.8 (Cohen, 1988).  
Interpretation of I2: Small = 0-50; Moderate = 50-75; Large = 75-100 (Higgins et al., 2003). 
 
3.2.5. Summary. A small significant treatment effect was found for the efficacy 
of attachment-based interventions on children’s behavioural functioning (SMD=0.36, 
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95% CI [0.16; 0.56]). The effect was robust to methodological quality, increasing when 
study quality rating was part of the weighting in calculating the effect, and there was 
little evidence of publication bias. Interventions delivered individually obtained a larger 
effect than those delivered in a group. 
 
3.3. Children’s Emotional Functioning 
3.3.1. The omnibus test. In total, 17 studies were included in the analysis. A 
small, significant treatment effect was observed for outcomes related to children’s 
emotional functioning (see Table 1.3; Figure 1.11). Most studies favoured the 
intervention, with the exception of Wassall (2011), Harris-Waller et al., (2018), Conn 
et al., (2018) and Sergeant (2011), which did not. However, moderate levels of 
heterogeneity were established between studies (Higgins I2 = 68%), indicating that the 
summary effect may have been biased by disproportionally influential studies.  
A “leave-one-out” analysis indicated that, when removed, the value of the 
synthesis was not altered significantly by any study (see Figure 1.12). Therefore, the 
forest plot in Figure 1.11 was inspected. The findings of Sprang (2009) appeared 
inconsistent with the literature, as a significantly higher treatment effect was reported. 
The impact of exclusion of Sprang (2009) on heterogeneity was assessed. Removal 
of the study reduced heterogeneity significantly (Higgins I2 = 51.9%).  
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Figure 1.11. Treatment effects and forest plot for outcomes related to children’s 
emotional functioning for the primary studies (K=17).  
 
The omnibus effect estimate was recalculated with the exclusion of Sprang 
(2009) and a small, significant treatment effect was found using the RE model (SMD 
= 0.24, 95% CI [0.06; 0.42]). This evidences approximately a 22.5% decrease relative 
to the uncorrected estimate, indicating that Sprang (2009) disproportionately 
influenced the synthesis. However, Sprang (2009) was rated as having strong 
methodology in comparison to other studies (see Figure 1.2). Therefore, the Sprang 
study may provide a truer estimate of the treatment effect when there is a lower risk 
of methodological bias. Accordingly, it was not excluded from the analysis.  
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Figure 1.12. Leave-one-out analysis for emotional functioning outcomes. Forest plot 
shows summary effects and 95% CIs excluding each study in turn, sorted in ascending 
order of effect size (K=17). 
 
3.3.2. Attenuation in omnibus estimate due to methodological quality. The 
QE model reported a small, significant treatment effect on children’s emotional 
functioning, SMD = 0.36, 95% CI [0.09; 0.63]. The QE model evidences approximately 
16% increase in the summary effect relative to the random effects estimate. 
Accordingly, when the synthesis included information about the methodological quality 
there was a slight increase in the meta-analytic synthesis.  
3.3.3. Attenuation in omnibus estimate due to publication bias. A visual 
inspection of the funnel plot in Figure 1.13 indicated funnel plot asymmetry as there 
was an absence of small sample studies favouring the treatment effect. Accordingly, 
there was some evidence of publication bias.  
Volume One Chapter One 50 
 
Figure 1.13. A funnel plot of the effect estimates in observed studies, plotted against 
the standard error (scale reversed), for outcomes related to children’s emotional 
functioning. Observed studies (K=17) are shown in dark circles. Studies added to 
correct for publication bias according to the ‘Trim and Fill” method are shown in white 
circles (K=3).  
 
A nonparametric “Trim and Fill” procedure added three studies were added to 
the funnel plot (see Figure 1.13). The corrected estimate was 0.38, 95% CI [0.09; 
0.52]. The adjusted estimate suggests a higher treatment effect than that in the original 
analysis, approximately a 26.6% increase in the effect relative to the omnibus 
estimate. Moreover, using Rosenthal’s (1979) algorithm, 124 unpublished studies 
reporting null findings would be required to reduce the meta-analytic effect to non-
significance. This indicates that the obtained meta-analytic effect is fairly robust to 
publication bias.  
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3.3.4. Attenuation in omnibus estimate due to other factors.  
 
 
Figure 1.14. Treatment outcomes and forest plot for children’s emotional functioning 
outcomes for observed studies (K=17), organised by how the intervention was 
delivered (group, individually, online).  
 
The impact of intervention type on children’s emotional functioning was 
examined using a sub-group analysis (see Figure 1.14). Individually delivered 
interventions yielded a large, significant treatment effect (SMD = 0.70, 95% CI [0.37; 
1.02]). Indeed, there was a 118% increase in the effect relative to the overall meta-
analytic effect. Overall, a trivial, non-significant effect was found for group 
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interventions (SMD = 0.06, 95% CI [-0.10; 0.23]), a decrease in the effect relative to 
the omnibus estimate.  
 
Table 1.7.  
Treatment effects and 95% CI’s for children’s emotional functioning outcomes for 
observed studies (K=17), organised according to study design, country and 
population.   
 
Subgroup Number of 
studies 
RE model summary 
effect, [95% CI] 
Higgins I2 
Study design    
Between subjects 11 0.28 [-0.01; 0.57] 63.8 
Within subjects 6 0.35 [-0.001; 0.70] 74.3 
    Country    
Holland 2 0.38 [-0.26; 1.01] 46.8 
UK 5 0.09 [-0.11; 0.28] 0 
USA 10 0.44 [0.10; 0.77] 78.3 
    Population    
Foster Carers 4 0.52 [-0.11; 1.15] 84 
Kinship Carers 2 0.28 [-0.57; 1.13] 0 
Adoptive Parents 7 0.37 [ 0.05; 0.69] 76 
Foster and Kinship Carers 1 -0.07 [-0.56; 0.42] - 
Foster and Adoptive Carers 2 -0.06 [ -0.62; 0.50] 0 
Foster, Adoptive and Kinship 
Carers 
1 -0.04 [-0.65; 0.57] - 
Notes: 
Effect size Cohens d: Small = 0.2; Moderate = 0.5; Large = 0.8 (Cohen, 1988).  
Interpretation of I2: Small = 0-50; Moderate = 50-75; Large = 75-100 (Higgins et al., 2003). 
 
Further sub-group analyses were conducted to examine the impact of study 
design, country of publication and sample population on treatment effect (see Table 
1.7). Studies conducted with a within-subjects methodology obtained a larger effect 
size than between-subjects studies; indicating that studies with more rigorous 
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methodology were associated with a more conservative treatment effect. Studies 
conducted in the USA obtained a larger summary effect than those conducted in the 
UK. Therefore, the omnibus effect appears sensitive to country of publication. 
Population appeared to impact the effectiveness of the intervention, however there 
were a small number of studies and therefore difficult to make this conclusion.  
3.3.5. Summary. Overall, a small significant treatment effect was found for the 
efficacy of attachment-based interventions on children’s emotional functioning 
(SMD=0.31, 95% CI [0.09; 0.52]). The synthesis value increased when accounting for 
methodological quality. There was some evidence of publication bias, as the total 
effect increased when accounting for this, suggesting the absence of studies that 
favoured the treatment effect. Interventions delivered individually obtained a larger 
effect than those delivered in a group. 
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4. Discussion 
4.1. Main Findings 
This literature review used meta-analytic methods to investigate the efficacy of 
attachment-based interventions (ABIs) for improving children’s functioning in foster 
and adoptive families. Twenty-nine studies were identified. Overall, the evidence in 
this review suggests that ABIs have a small-moderate treatment effect on children’s 
relational, behavioural and emotional functioning.  
According to the quality criteria in the review, the strongest studies with positive 
outcomes on relational functioning (Stevens, 2011; N’Zi et al., 2017; Juffer et al., 1997, 
2005/Stams et al., 2001; Dozier et al., 2009) were those that aimed to increase  
parental attunement to the child by promoting positive interactions between them. 
Indeed, Child-directed Interaction Training (CDI; Stevens, 2011; N’Zi et al., 2017), the 
Parent Sensitivity Intervention (Juffer et al., 1997, 2005/Stams et al., 2001), and the 
Attachment and Biobehavioural Catch-up Intervention (ABC; Dozier et al., 2009), 
share several key components that may underpin their efficacy. These interventions 
are based upon direct sessions between therapists, carers and children, with the use 
of role play, “in-ear” coaching or video recording of carer-child interactions to facilitate 
the development of secure attachments. There is also a focus on short-term goals, 
such as increased child-led play meaning that the interventions are shorter in duration 
than other ABIs (3-10 sessions). Moreover, these interventions were all conducted 
with foster and adoptive carers of young children (4 months-7 years), suggesting that 
early intervention may be beneficial.  
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 Other interventions focused on ameliorating relational difficulties in older 
children (8 - 17 years). Using the quality criteria, the strongest of these studies was 
the RCT conducted by Minnis et al., (2001), who delivered a group intervention based 
upon ‘Communicating with children: helping children’ to a large sample of foster 
carers. Using a robust design, Minnis et al., (2001) reported no statistically significant 
effect on relational functioning. The authors discussed though that prior to intervention 
foster children in both studies displayed clinical levels of relational, behavioural and 
emotional difficulties according to self-report measures. Therefore, this intervention 
may not have been intensive enough to demonstrate changes in older children who 
present with mental health difficulties.  
The Dyadic Developmental Psychotherapy (DDP; Becker-Weidman, 2006) 
intervention produced large treatment effects on older children’s relational functioning. 
However, given that the study contributed to significant levels of heterogeneity, it was 
excluded from the analysis. The large treatment effect obtained could be attributed to 
poorer methodological quality, but also, it may be that a longer-term intervention 
(average length was 11 months) which focuses on the reintegration of trauma 
experiences is particularly effective on older children’s relational difficulties (Hughes, 
Golding & Hudson, 2015). Therefore, DDP may be a promising intervention with older 
children and its efficacy should be investigated.  
There were similar findings for the effectiveness of ABIs on reducing 
behavioural and emotional difficulties. The strongest studies with positive outcomes 
indicated that the ABC intervention (Sprang, 2009) and CDI intervention (Stevens, 
2011; N’Zi et al., 2017) had a positive impact on younger children’s behavioural and 
emotional functioning. With older children, the evidence was mixed. The Fostering 
Attachments Group (Wassall et al., 2011) had little effect on children’s behavioural 
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and emotional difficulties. However, Wydra (2013) conducted a robust evaluation of 
Adoption-Competent Family Therapy with a large sample of adoptive parents, finding 
a large effect on older children’s functioning.  
 
4.2. Intervention Type 
 The evidence indicated that individually-delivered interventions were more 
effective than group-based interventions in reducing children’s relational, behavioural 
and emotional difficulties. The use of coaching and video recording was common in 
the procedures described in direct interventions, highlighting the potential benefit of 
tailoring the intervention to the idiosyncrasies of any one parent-child relationship. 
Whilst not as effective as individually-delivered interventions, group-based 
interventions, such as the Fostering Attachments Group were still beneficial, 
producing small treatment effects on older children’s relational functioning. All group 
programmes included components highlighted by Kemmis-Riggs et al. (2018) as being 
beneficial to foster and adoptive families, such as trauma-focused psychoeducation. 
There was limited benefit of groups on older children’s behavioural and emotional 
functioning, however, it may be that there are additional benefits to groups not 
captured in this analysis. For example, peer support and normalising of thoughts and 
feelings, may have a cumulative effect, indirectly impacting on children’s functioning 
over time, by decreasing carer stress (Leahters et al., 2019; Teyhan et al., 2018). 
 
4.3. Limitations of the Primary Studies 
There are a number of limitations which limit the author’s ability to draw firm 
conclusions about the effectiveness of ABIs. Firstly, it cannot be concluded that the 
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treatment effects are attributable to improved functioning in children because a 
number of studies that used RCT designs, compared ABIs to wait-list control 
interventions rather than alternative interventions. Therefore, whilst the evidence 
indicates that ABIs are more effective than no intervention, it is unclear if ABIs are 
better than alternative interventions. As such, further research is required.   
Secondly, the quality of the studies was mixed. Only five of the twenty-nine 
studies were rated as being of good quality overall where the overall quality rating was 
calculated as being above 70%. The remainder were identified as having weaker 
methodology, reflecting the findings of previous reviews (Drozd et al., 2017; Kerr & 
Cossar, 2014; Ní Chobhthaigh & Duffy, 2019). Further, a lack of blinding of participants 
and issues with generalisability were consistently found across studies. Other biases, 
such as length of time in placement and number of previous placements were also not 
controlled for, despite evidence that these impact on children’s’ outcomes (van 
Ijzendoorn & Juffer, 2006). It was noted that studies conducted in the UK had 
particularly poor methodological quality, generally evaluating within-subjects group 
programmes, limiting confidence in the conclusions these studies made.  
Thirdly, children’s functioning was typically measured using carer self-report 
measures, and thus owing to social desirability bias, may not have accurately captured 
the true nature of children’s difficulties. Further, in the majority of studies, the Strengths 
and Difficulties Questionnaire was used to outcome children’s behavioural and 
emotional functioning, despite being described as a ‘brief screening tool’ (Goodman, 
2001). Therefore, the SDQ may not have captured the complexity of difficulties that 
looked-after children present with (Tarren-Sweeney & Vetere, 2013). The Assessment 
Checklist for Children and Adolescents (ACC/ACA; Tarren-Sweeney, 2007, 2013) are 
psychometric measures specifically developed to measure the behavioural and 
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emotional difficulties of children in care. Future studies may benefit from using the 
ACC/ACA to better understand the impact of ABIs on children’s functioning.  
The measurement of relational functioning also varied greatly between studies. 
The Strange Situation Procedure (SSP; Ainsworth et al., 1978), Attachment Q-Sort 
(AQS; Waters & Deane, 1985) and Parent Attachment Diary (PAD; Stovall & Dozier, 
2000) are considered to be clinically valid and reliable ways of measuring infant 
attachment (Cassidy & Shaver, 2016). However, despite their validity and reliability, 
the SSP, AQS and PAD were only used in six of the twenty studies. The remaining 
studies favoured self-report measures, typically measuring the perceived quality of the 
carer-child relationship. This highlights a difficulty in measuring relational functioning, 
as attachment style and carer-child relationship may be conceptually different (Lai & 
Carr, 2018). Therefore, future research should consider how best to measure 
relational functioning and, once established, measures should be used consistently to 
allow for comparisons between studies.  
Fourthly, several studies failed to stratify the effect by the type of carer, and so 
the impact of the this on the intervention effect could not be evaluated using meta-
analytic methods. Research suggests that foster and adoptive carers are qualitatively 
different (Everson-Hock et al., 2012; Kinsey & Schlosser, 2013) and certainly, the 
evidence in this review indicates relational functioning, behavioural and emotional 
functioning improved most when children were placed foster carers. Owing to small 
sample size though, this conclusion is tentative. Studies did also not stratify sample 
by age of child, and so it was difficult to systematically evaluate using meta-analytic 
methods if younger children had more benefit from the ABIs. Future studies should 
stratify their sample by type of carer and age of child so that meta-analytic methods 
can be used to evaluate this effectively.  
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Finally, heterogeneity in study design limited the ability to draw firm 
conclusions. Indeed, interventions differed in their duration, intensity, method, aims, 
outcomes and in the experience of the person delivering it. The sample also differed 
by carer’s age, gender, qualifications and years of experience as a carer. Interestingly 
though, the effectiveness of ABIs in the context of high levels of heterogeneity does 
highlight the flexibility of these interventions with this population.  
 
4.4. Strengths of the Review 
This review has built upon the evidence provided by the previous review of ABIs 
(Kerr & Cossar, 2014). Certainly, this is the first review to systematically synthesise 
findings from studies using meta-analytic methods, regarding the efficacy of ABIs with 
foster and adoptive families. The use of a meta-analytic approach is advantageous, 
as it reduces the impact of subjective bias in determining the effectiveness of 
interventions. Moreover, other potential sources of bias, such as methodological bias 
were reduced by incorporating an estimate of study quality in the quality effects model 
to examine the robustness of the estimate from the random effects model. Attempts 
were also made to include grey literature. Indeed, the review was noted to be fairly 
robust to publication bias. Therefore, all of the above serves to increase confidence in 
the conclusion that ABIs benefit children’s functioning.  
 
4.5. Limitations of the Review 
This review only included studies that used ABIs. However, there are of course 
other interventions, based on cognitive-behavioural therapy and behavioural principles 
that were not reviewed here. The KEEP programme for example, which equips foster 
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parents with strategies to manage behaviour has been shown to be effective in 
reducing behavioural problems (Price et al., 2008). On the other hand, little evidence 
has been found to support the efficacy of cognitive-behavioural therapy-based 
interventions (Turner et al., 2007). An analysis of the effectiveness of different 
interventions based upon different principles may be useful in providing further 
evidence for the use of ABIs. It may also be useful to explore if treatment effects are 
maintained, by evaluating follow-up data. 
Further, this review investigated the impact of ABIs on children’s functioning 
only. Of course, though, it is likely that these interventions will have had an impact on 
parental / carer functioning. Indeed, some studies included measures of parental 
stress and so future reviews should seek to evaluate the impact of ABIs on parental 
functioning as this may mediate the effectiveness on children’s relational, behavioural 
and emotional functioning.  
 
4.6. Clinical Implications 
Despite the limitations of the studies in this review, some clinical implications 
can be, tentatively, made. Indeed, the evidence synthesised in this review supports 
the use of ABIs with foster and adoptive families in improving children’s relational, 
behavioural and emotional functioning. The interventions that were most effective 
were those that used video guidance and included the carer and child in the 
intervention, in line with National Institute for Health and Care Excellence guidance 
(NICE; 2015, 2017) for working with children in care. Therefore, interventions aiming 
to promote children’s psychosocial functioning should incorporate these components 
into their protocols.  
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 A further implication for clinical practice relates to the timing of ABIs with foster 
and adoptive families. NICE (2017, 2015) guidance recommends the use of ABIs such 
as the ABC intervention with children under the age of five. The strongest studies in 
this review support this guidance, highlighting the benefit of early intervention on 
children’s relational, behavioural and emotional functioning, relative to interventions 
later in children’s life. This is perhaps unsurprising given neurodevelopmental 
evidence which stresses the importance of the first three years of life on psychosocial 
development (Glaser, 2018). Therefore, interventions aimed at promoting secure 
attachments in foster and adoptive children should be delivered early in placement to 
maximise outcomes. Further, it supports the proposal to place children with long-term 
carers earlier to help foster secure attachments.  
  For older children, ABIs focused on intervening through the carer-child 
relationship had less effect on children’s relational functioning. The limited 
effectiveness of such ABIs is likely because patterns of relating to others are more 
engrained in older children (Heard, Lake & McCluskey, 2012). Rather, group-based 
interventions such as the Fostering Attachments Group were more effective in 
promoting secure attachments in older children. This is in line with NICE (2017, 2015) 
guidance which advises professionals to offer parenting interventions to caregivers. 
Therefore, for older children, interventions aimed at supporting parents to manage the 
complex needs of looked-after children are recommended. These interventions may 
be beneficial by decreasing parental stress and so indirectly fostering a more empathic 
carer-child relationship, which has been shown to positively impact children’s 
functioning (Rayburn, Withers & McWey, 2018).  
 This review also gives rise to another clinical implication, concerning the type 
of intervention offered to foster and adoptive families. The evidence synthesised here 
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supports the use of direct, individual, interventions over group programmes as largest 
treatment effects were found for the former. However, offering individually-based 
interventions to all families may be an inefficient use of time and resources. Given that 
groups were beneficial, obtaining small treatment effects, it might be more cost-
effective to offer group programmes initially, and then offer tailored direct interventions 
to families if the group had no effect on children’s functioning. In doing so, more 
families are helped for lower cost and resource.  
 
4.7. Future Research 
This review has highlighted that in general, the current literature regarding 
interventions for foster and adoptive families is of poor methodological quality. 
Therefore, future studies should aim to reduce potential methodological bias by using 
an RCT design, blinding participants, using intent-to-treat analysis and limiting 
participant attrition where possible. In using an RCT design, studies should also look 
to use an active control group rather than a wait-list control, as this would increase 
confidence in conclusion that any effects were due to treatment. Where possible, 
researchers should control for confounding variables such as length of time in 
placement, number of previous placements, and associated mental health difficulties. 
If future studies were conducted in this way, the findings would likely be promising, 
given that this review expected effect sizes of relational, behavioural and emotional 
functioning to increase when stronger methodology was used.  
 
4.8. Conclusion  
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This review aimed to explore the impact of ABIs with foster and adoptive 
families, on children’s relational, behavioural and emotional functioning. The evidence 
indicates that ABIs are beneficial, particularly when delivered in an individual format, 
with younger children. However, the literature is limited by poor methodology thereby 
making it difficult to draw firm conclusions. Further research should aim to build upon 
the evidence-base, reduce risk of bias and address methodological weakness that 
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CHAPTER TWO  
 
EMPIRICAL RESEARCH PAPER 
 
THE ROLE OF MENTALIZATION IN THE DEVELOPMENT OF COMPASSION 



















Background. Residential care work is a demanding profession, often leading 
carers to experience compassion fatigue, a negative psychological state characterised 
by decreased compassion for another. This study examines the relationship between 
residential care workers’ negative emotional responses to young people and the 
experience of compassion fatigue and compassion satisfaction. Moreover, the 
mediating effect of carers’ capacity for mentalization (reflective functioning) on these 
associations was examined.  
 
Method. 40 residential care workers who care for looked-after children 
participated in this cross-sectional online survey study.  Participants completed 
questionnaires measuring levels of compassion fatigue, compassion satisfaction, 
mentalization and attachment style.  Further, measures of perceived psychological and 
relational difficulties, and negative emotional responses to a specific young person 
were obtained. Regression and mediation analyses were used to test study 
hypotheses. 
 
Results. Results indicated that carers’ negative emotional responses were 
positively related to experience of burnout and secondary traumatic stress. The 
associations between negative emotions, and burnout and traumatic stress, were 
mediated by ‘too uncertain’ reflective functioning, where a lack of certainty about 
others’ mental states increased experience of burnout and traumatic stress. The 
association between negative emotions and burnout was also mediated by ‘too certain’ 
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reflective functioning, where increased certainty about others’ mental states was 
protective of burnout. There was no association between negative emotional 
responses and compassion satisfaction.  
 
Discussion. The findings are consistent with accounts that reflective 
functioning has a crucial role in protecting caring professionals from compassion 
fatigue. Therefore, this study argues for the introduction of mentalization-based 
support for carers. Limitations include the small sample size and cross-sectional 
design. 
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1. Introduction 
 
1.1. The Cost of Caring 
Residential care work is an emotionally demanding profession. Indeed, children 
and young people who are placed into residential care are some of the most vulnerable 
people in society, having often experienced neglect and abuse from their caregivers 
(Barton, Gonzalez & Tomlinson, 2012). The impact of early trauma means that children 
in the care of the local authority, termed ‘looked-after’, often present with complex 
emotional and behavioural difficulties, including aggression, self-harm, substance 
misuse and sexualised behaviour (Cook et al., 2017; Greeson, Briggs & Kisiel, 2011; 
Whittaker, del Valle & Holmes, 2015). Certainly, it is well established that looked after 
children are at an increased risk of developing psychiatric disorders (Bronsard et al., 
2016; Ibrahim, Cosgrave & Woolgar, 2018) relative to children residing with biological 
parents (Lou, Taylor & Folco, 2018). With this in mind, exposure to high levels of 
distress in children understandably places a great deal of stress on residential care 
workers (Colton & Roberts, 2007; Leathers et al., 2019).  
Working with vulnerable young people requires residential care workers to be 
compassionate, in order for young people to feel validated (Bullock, Clough & Ward, 
2006). There is a broad consensus in the literature that ‘compassion’ involves feeling 
for a person who is suffering and being motivated to act to help them, therefore 
requiring care workers to be highly empathic and caring (Gilbert, 2005; Strauss et al., 
2016). Carers are also expected to manage high levels of negative emotions and 
challenging behaviours effectively, despite having little training or supervision (Seti, 
2008; Wilson, Sinclair & Gibbs, 2000). The combination of exposure to traumatic 
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material and a stressful working environment increases the likelihood of carers 
developing a negative psychological state termed ‘compassion fatigue’ (Eastwood & 
Ecklund, 2008). Compassion fatigue refers to disengagement of carers from those they 
care for, characterised by decreased empathy, which culminates into a decreased 
ability to provide appropriate care (Ledoux, 2015). It is conceptualised as being made 
of two factors: burnout and secondary traumatic stress (Stamm, 2010). Burnout is 
defined as feelings of emotional exhaustion and detachment from those in need 
(Maslach & Jackson, 1981). Secondary traumatic stress involves the specific 
experience of symptoms that reflect the symptoms of trauma experienced by those 
who were directly traumatised (Figley, 2002). Both factors impact on the ability to 
maintain compassion and are pertinent in the work of residential carers. 
Research indicates that compassion fatigue has consequences for employers 
as it negatively impacts staff well-being (Audin, Burke & Ivtzan, 2018; Figley, 2013; 
Showalter, 2010) and is associated with high staff turnover and reduced job 
performance (Bride, Radley & Figley, 2007; Salloum, Kondrat, Johnco & Olson, 2015; 
Seti, 2008). Most importantly though, compassion fatigue negatively impacts the carer-
young person relationship (Seti, 2008). Indeed, compassion fatigue reduces a carer’s 
ability to provide attuned, sensitive and responsive care, which is crucial in repairing 
the impact of early trauma (Cameron & Maginn, 2008; Zerach, 2013). As such, young 
people may begin to feel uncared for, which strengthens insecure ways of relating 
(Winstanley & Hales, 2014). Ultimately, this cycle can lead to ‘blocked care’, where 
prolonged exposure to stress can overwhelm a caregiver, such that they have a 
decreased ability to empathise with their child, leading them to withdraw from them 
(Hughes, 2017), leading to placement breakdown and poor psychosocial outcomes for 
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looked after children (Rock, Michelson, Thomson & Day, 2015; Teyhan, Wijedasa & 
Macleod, 2018). It is therefore vital to understand the development of compassion 
fatigue in carers to prevent its occurrence.  
Although residential care work can be stressful, it is important to acknowledge 
that many carers enjoy their occupation and find their work incredibly satisfying. 
Indeed, ‘compassion satisfaction’, the collary of compassion fatigue, refers to the 
feelings of pleasure derived from helping others (Stamm, 2010) and is associated with 
a number of positive consequences, including increased emotional resilience, 
wellbeing and empathy (McCain et al., 2018; Wagaman, Geiger, Shockley & Segal, 
2015). Whilst Stamm (2010) argues that it remains unclear how the concepts of 
compassion satisfaction and compassion fatigue relate to one another, compassion 
satisfaction has been shown to buffer against the symptoms of burnout and traumatic 
stress (Hunsaker, Chen, Maughan & Heaston, 2015; Ray, Wong, White & Heaslip, 
2013). As such, it is important to also understand the development of compassion 
satisfaction in carers as by gaining insight into this, interventions can be developed for 
carers that enhance their resilience, which ultimately increases the quality of care 
provided to young people.  
 
1.2. The Development of Compassion Fatigue 
A number of models conceptualising the development of compassion fatigue 
have been proposed (for a review see Coetzee & Laschinger, 2018). Many of the 
models share similarities, however, the concept of empathy in the aetiology of 
compassion fatigue has caused much conflict (Coetzee & Laschinger, 2018). It is 
generally agreed in the literature that empathy involves the process of thinking about 
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and understanding another’s experience (cognitive empathy), as well as the ability to 
vicariously experience their emotional state (affective empathy), by attending to visual, 
auditory and situational cues (Decety & Jackson, 2006, Lawrence et al., 2004).  
Indeed, the research is mixed as to whether affective empathy in particular, facilitates 
or protects against the development of compassion fatigue (Turgoose & Maddox, 
2017).  
Figley (1995, 2002) argued that empathy forms the basis of the therapeutic 
relationship, enabling professionals to respond appropriately to clients’ distress. 
Indeed, in his model, Figley (1995, 2002) assumed that interactions with a client in 
distress lead professionals to experience empathic concern (i.e. motivation to 
understand others’ suffering) leading to empathic responses (i.e. effort to reduce 
suffering). Empathising with others then results in positive feelings of care for another, 
leading to compassion satisfaction. However, empathising can also leave caregivers 
vulnerable to feeling negative emotions by them vicariously experiencing the distress 
of others (Figley, 2002). Experimental research supports this notion, demonstrating 
that identifying with others’ negative feelings vicariously increase personal experience 
of negative emotions and activation of associated brain areas (Andreychik & 
Migliaccio, 2015; Morelli, Rameson & Lieberman, 2014).  
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Klimecki and Singer (2012) maintained that empathy was central to their model 
also, however, they posited that the consequence of empathy takes either an ‘other-
oriented focused’ or ‘self-oriented focused’ path (see Figure 1.15). The empathic 
response of the first involves a pro-social motivation to alleviate the distress of the 
client, resulting in compassion. The latter involves a motivation of the caregiver to 
reduce their own distress, leading to withdrawal and negative feelings towards clients. 
Klimecki and Singer (2012) underscore the importance of the carer’s ability to tolerate 
the distress they feel in response to caring. Indeed, if a caregiver feels they do not 
have the resources to manage their distress, they may become ‘self-focused’, leading 
to negative emotions towards clients, which if prolonged, may develop into compassion 
fatigue (Coetzee & Laschinger, 2018). 
 
Figure 1.15. Klimecki and Singer’s (2012) Model of Compassion Fatigue  
 
Certainly, studies support the notion that negative feelings towards patients are 
associated with high rates of burnout and secondary traumatic stress (Baer et al., 
2017; Barnet & Ruiz, 2018; Holmqvist & Jeanneau, 2006). In a series of regression 
analyses, Beauvais, Andreychik & Henkel (2018) demonstrated that negative empathy 
was predictive of greater burnout and secondary traumatic stress in a sample of 
nurses. Andreychik (2019) extended these findings, reporting that negative empathy 
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was predictive of greater levels of burnout in secondary traumatic stress in front line 
mental health providers and teachers. Indeed, positive interactions between caregivers 
and clients appear to suffer under staff stress, as staff show less empathy, negative 
attitudes which leads them to interact less with the client (Kokkonen, Cheston, Dallos 
& Smart, 2014). Ultimately, this compromises the client’s recovery, as staff become 
less emotionally available and caring (Kokkonen et al., 2014). 
It is possible that the model proposed by Klimecki and Singer (2012) is 
applicable to care workers, where identification with a young person’s suffering may 
lead to compassion fatigue. It would follow that greater levels of suffering in young 
people would lead to greater negative emotionality in carers. In the case of looked after 
children, suffering may be conceptualised as problematic behaviour, dysregulated 
emotional states and relational difficulties (Fisher, 2015), which have been associated 
with increased stress in carers (Farmer, Lipscombe & Moyers, 2005; Morgan & Baron, 
2011). It would seem important therefore to understand how carers feel towards those 
they care for, particularly if carers feel negatively, in order to prevent the development 
of compassion fatigue. By noticing how carers feel, there may be opportunities to 
increase their resources such that they feel more able to manage their distress, 
buffering against the symptoms of compassion fatigue.  
 
1.3. The Benefits of Reflective Thinking 
In the context of healthcare, reflective thinking can be defined as the ability to 
understand and evaluate one’s own thoughts, emotions and actions in relation to 
caring for others (Schön, 1983). In doing so, healthcare professionals are able to 
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monitor and adapt their own practice to best meet the needs of the patient (Price, 2004; 
Walker, 1996). Certainly, research demonstrates that enhanced reflective ability is 
associated with improved practice in helping professionals (Mann, Gordon & MacLeod, 
2009) and has been linked to increased emotional resilience in helping professionals 
(Chen, 2010; Edward & Hercelinskyj, 2007; McDonald, Jackson, Wilkes & Vickers, 
2012). Developing reflective thinking, therefore, appears key in fostering emotional 
resilience and wellbeing in caring professionals.  
The importance of reflective thinking in preventing compassion fatigue when 
working with clients who have experienced trauma has also been highlighted 
(Glennon, Pruitt & Rouland Polmanteer, 2019). As such, interventions to support the 
development of reflective thinking in caregivers have been developed, including 
reflective supervision and staff reflective practice groups (Miller & Sprang, 2017; Truter 
& Fouché, 2015). Both of these have been found to be effective in enhancing 
wellbeing, empathy and reducing the effects of compassion fatigue in those working 
with trauma (Frosch et al., 2018; Pfaff et al., 2017; Pross, 2006; Muskett, 2013; 
Smethers, 2012). Indeed, reflective practice interventions have been shown to 
enhance caring professionals’ capabilities, including empathy and person-
centeredness, and have also been shown to improve the care they provided to clients 
(Lutz et al., 2013).  
The concept of mentalization, an aspect of reflective thinking, has also been 
suggested as being important in protecting caregivers from negative feelings (Cologon, 
Schweitzer, King & Nolte, 2017). Mentalizing, or reflective functioning, is the process 
of having insight into one’s own and other’s thoughts, feelings and desires, and 
understanding that these may be different (Bateman & Fonagy, 2010). Capacity for 
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mentalization means that one can hold another’s state of mind in mind, which is 
thought to be key in maintaining healthy relationships with others (Katznelson, 2014). 
The ability to mentalize is particularly important for those who care for looked after 
children, as it helps enable them to make sense of why a child is behaving in a 
particular way, allowing the carer to maintain empathy (Ironside, 2012; Siegel, 2012). 
Indeed, high levels of reflective functioning in foster carers have been shown to 
increase resilience to challenging behaviour, and further, decrease the risk of blocked 
care (Bateman & Fonagy 2010; Redfern et al., 2018). Conversely, breakdowns in 
mentalizing have been linked to difficulties in carers regulating their own negative 
emotions (Fonagy, 2018) and further, have been shown to mediate the relationship 
between negative feelings towards clients and caregivers experience of depression 
(Yong Hee Kim, 2018). As such, interventions promoting reflective functioning in carers 
have been developed, including the Nurturing Attachments Group (Selwyn, Staines & 
Golding & 2019).  
Research has also indicated that there are personality factors that put 
individuals at risk of poor mentalizing. The factor which has garnered most research 
has been an individual’s attachment style. Bowlby (1969) thought of attachment as a 
special emotional bond between two people, where attachment styles describe 
different patterns of interacting and behaving in relationships, which develop from an 
individual’s first experience of relating with their caregiver (Ainsworth, 1973). 
Attachment style can be represented along a continuum of attachment anxiety i.e., the 
extent to which individuals believe that others are available and responsive to their 
needs, and attachment avoidance i.e., the extent to which individuals are 
uncomfortable depending on others (Fraley, Waller & Brennan, 2000). Research 
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indicates that more insecure ways of relating, i.e., greater attachment anxiety or 
attachment avoidance, predict poorer mentalizing, particularly in those with features of 
borderline personality disorder (Fonagy, 2018; Lorenzini & Fonagy, 2013; Fonagy & 
Bateman, 2008; Fossati et al., 2014). The association between attachment style and 
mentalizing is underpinned by the concept that the ability to understand others’ mental 
states is acquired in childhood through relating with one’s caregiver; if there is a mis-
attunement, the child is unlikely to fully acquire the skills to mentalize (Fonagy & Target, 
2006). Therefore, given this association, it may be beneficial to offer mentalization-
based interventions to caregivers who have developed greater attachment anxiety or 
avoidance.  
Although the concept of mentalization has gathered a lot of interest from 
researchers, there has been little research investigating the role of mentalizing in 
residential care workers. Further, its role in buffering against the effects of compassion 
fatigue have not been explored, despite the fact that there is a high prevalence of 
insecure attachment amongst caring professionals (West, 2015). Certainly, Klimecki 
and Singers (2012) postulate that it is the ability of carers to distinguish between other’s 
distress, and their own distress in response to this according to their own resources 
(i.e. mentalizing), that determines compassion fatigue (Decety & Lamm, 2009). The 
implication of this is that mentalisation-based interventions may be beneficial for 
residential care workers in promoting their own wellbeing and ultimately the wellbeing 
of those they care for.  
 
1.4. The Present Study 
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The primary focus of this study was to address a gap in the literature by 
investigating the extent to which reflective functioning mediates the relationship 
between negative emotional responses to young people (resulting from negative 
empathy), and compassion fatigue and compassion satisfaction in a sample of 
residential childcare workers. In line with this, the following hypotheses were made: 
Hypothesis 1: There is a positive association between carers’ negative 
emotional responses to a young person and levels of burnout, and this association is 
mediated by carer’s reflective functioning (mediation hypothesis). 
Hypothesis 2: There is a positive association between carers’ negative 
emotional responses to a young person and levels of secondary traumatic stress, and 
this association is mediated by carer’s reflective functioning (mediation hypothesis). 
Hypothesis 3: There is a negative association between carers’ negative 
emotional responses to a young person and levels of compassion satisfaction, and this 
association is mediated by carer’s reflective functioning (mediation hypothesis). 
Given that the literature suggests that greater attachment anxiety and 
attachment avoidance are risk factors for poorer reflective functioning (Fonagy & 
Bateman, 2008; Lorenzini & Fonagy, 2013), the following hypotheses were made: 
Hypothesis 4a: Increased attachment anxiety and poorer reflective functioning 
in carers are associated. 
Hypothesis 4b: Increased attachment avoidance and poorer reflective 
functioning in carers are associated. 
The study also sought to explore whether increased levels of behavioural, 
emotional and relational difficulties in young people were associated with increased 
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negative feelings towards young people in caregivers, in line with previous findings 
(Farmer, Lipscombe & Moyers, 2005; Morgan & Baron, 2011). Therefore, the effect of 
a young person’s behavioural, emotional and relational difficulties on carer’s emotions 
was investigated through the following hypotheses: 
Hypothesis 5a: Perceived problematic behaviour of young people and carer’s 
negative emotional responses to a young person are positively associated. 
Hypothesis 5b: Perceived relational difficulties with young people and carer’s 
negative emotional responses to a young person are positively associated.  





Participants were an opportunity sample of 40 residential care workers who 
cared for looked after children aged 8 to 17 years placed within residential care homes 
across the United Kingdom. Initially, over 500 residential care workers, employed 
within two large private residential care providers, were invited to take part in the 
research. 67 residential care workers agreed to take part in the study, and 40 complete 
data sets were obtained. Therefore, the response rate was low (approximately 13%). 
It was difficult to establish the exact response rate as it was unclear how many of the 
targeted residential care workers met the inclusion criteria.  
To be eligible to participate in the study, participants had to be fluent in English, 
have access to the Internet and have been employed within a residential care setting 
for looked after children for three months. Moreover, to ensure that carers had 
adequate opportunity to develop relationships with young people, only those carers 
who had at least three months experience caring for a particular young person whom 
they found challenging were included.  
 
2.2. Measures 
The variables in this study were measured using questionnaires that have 
established reliability and validity. All questionnaires are presented in Appendix A. 
Where possible, to reduce burden on participants, short-form versions of 
questionnaires were used. Self-reported demographic details were collected for each 
participant on gender, age, ethnicity, education, job role and total length of 
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employment as a residential care worker. Table 1.8. reports the demographic 
characteristics of participating residential care workers.  
 
Table 1.8. 
Demographic characteristics of the sample (N=40). 
 
Variables n or Mean % or SD Range 
 
Age (Years) 34.2 12.91 21 – 62 
Gender (Female) 29 72.5% n/a 
Ethnicity     
     White British 29 72.5% n/a 
     Ethnic Minorities:    
          Asian/ Asian British 3 7.5% n/a 
          Black/ Black British 7 17.5% n/a 
          Other 1 2.5% n/a 
Qualification     
     No Qualifications  2 5% n/a 
     GCSE or Equivalent 9 22.5% n/a 
     A-Level or Equivalent 6 15% n/a 
     High National Certificate/Diploma 8 20% n/a 
     Bachelor’s Degree  11 27.5% n/a 
     Master’s Degree 4 10% n/a 
Job Role    
     Residential care worker  22 55% n/a 
     Senior residential care worker  18 45% n/a 
Total Length of Experience (Years) 5.84 5.63 0.5 - 20 
 
2.2.1. Dyadic relationship measures. Variables that were operationalised 
within a carer-young person dyad included: carers’ perceptions of a young person’s 
behavioural, emotional functioning and relational functioning, and carers’ affective 
responses to a young person. For dyadic measures, participants were asked to identify 
a particular young person who they have been caring for and whom they experienced 
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as challenging. Participants were asked to respond to questionnaires with this young 
person in mind.  Of note, 70% of the selected young people were female, and nearly 
all (87.5%) were aged between 12 and 17 years.  
Young person’s behavioural and emotional functioning. Perceived behaviour of 
the identified young person was measured using either the Assessment Checklist for 
Children - Short Form (ACC; Tarren-Sweeney, 2007) and the Assessment Checklist 
for Adolescents - Short Form (ACA; Tarren-Sweeney, 2013). The ACC and ACA were 
specifically designed to measure problematic behaviours, emotional states, and ways 
of relating to others in young people who are in care or have been adopted. Therefore, 
the ACC and ACA measure a broad range of difficulties specific to the looked after 
population. The ACC is a 44-item checklist used with young people aged 4 to 11 years 
and the ACA is a 37-item checklist for use with young people aged 12 to 17 years. 
Items are rated as “Not true”, “Partly true”, “Mostly true”. A total clinical score was then 
calculated, where higher scores indicated greater perceived problematic behaviour 
and distress. Both the ACC and ACA are reported as having good psychometric 
properties (Tarren-Sweeney, 2007; 2013) and in the current study, excellent internal 
consistency was found for the ACC (α = .94) and ACA (α = .91).  
Young person’s relational functioning. Relational difficulties were measured 
using the Child-Parent Relationship Scale - Short Form (CPRS; Driscoll & Pianta, 
2011). The CPRS is a 15-item self-report questionnaire used to assess 
parent’s/carer’s representations of their relationship with their child. The CPRS is 
traditionally used with children between three and twelve years of age. However, pilot 
data collected by Dyer, Kaufman and Fagan (2016) indicated that it can be used with 
adolescents. The CPRS has two subscales: conflict (eight items e.g. “My child easily 
becomes angry at me”) and closeness (seven items e.g. “My child openly shares 
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his/her feelings and experiences with me”), measured on a five-point Likert Scale 
(anchored with “Definitely does not apply” and “Definitely applies”). The conflict scale 
was used to measure the extent to which a carer experienced conflict in their 
relationship with a young person. Higher scores indicated greater perceived conflict, 
where the minimum score on the scale was 8 and maximum score was 40. The factor 
structure of the CPRS has been validated (Dyer et al., 2017). Moreover, in the present 
study, good internal reliability was found for the conflict scale (α = .80).  
Carer’s negative emotional responses. Emotional responses to young people 
were measured using the Positive and Negative Affect Schedule (PANAS; Watson, 
Clark & Tellegen, 1988). The PANAS is a self-report questionnaire that consists of two 
scales which measure a range of positive and negative emotional responses. Each 
subscale consists of ten single-word items that describe positive (e.g. “excited”) or 
negative (e.g. “irritable”) affective states, rated on a five-point Likert scale (anchored 
with “Not at all” and “Very much”). Minimum scores on both scales was 10 and the 
maximum score was 50. In the current study, carers were asked to complete the 
PANAS by rating how much they felt each emotion in their interactions with the 
identified young person. The negative subscale was then calculated, where higher 
scores indicated greater negative emotional responses. The measure has been 
demonstrated to have good validity in non-clinical populations (Crawford & Henry, 
2004) and good internal reliability was also found (α = .89).  
2.2.2. General measures. In addition to the dyadic measures described, three 
carer-level variables were operationalised: carer wellbeing, carer attachment pattern, 
and carer mentalization capacity.  
Carer wellbeing. The Professional Quality of Life Scale (ProQol; Stamm, 2010) 
was used to measure carer wellbeing. The ProQol is a 30-item self-report 
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questionnaire that measures the quality of an individual’s life in relation to their work 
as a caring professional. The ProQol conceptualises quality of life as having positive 
aspects (Compassion satisfaction) and negative aspects (Compassion fatigue). 
Compassion satisfaction consists of a ten-item subscale (e.g. “I get satisfaction from 
the people I help”) and compassion fatigue consists of two ten-item subscales: burnout 
(e.g. “I feel bogged down by the system”) and secondary trauma (e.g. “I am 
preoccupied with more than one person I help”). All items are rated on a five-point 
Likert scale (anchored with “Never” and “Very often”). Total scores are calculated, 
where the minimum score is 10 and the maximum score is 50, and then converted into 
t scores. In the present study, all three subscales were used, where higher scores 
indicated greater experience of compassion satisfaction, burnout and secondary 
traumatic stress. The measure has been shown to have good reliability (Stamm, 
2005). Within this study, good internal reliability for the compassion satisfaction (α = 
.92), burnout (α = .86) and secondary trauma (α = .84) scales was found. 
Carer attachment pattern. The Experiences in Close Relationships – short form 
(ECR; Wei, Russell, Mallinckrodt & Vogel, 2007) was used to measure carers’ 
attachment. The ECR is a 12-item self-report questionnaire that assesses general 
patterns of adult attachment across two scales: anxiety and avoidance. Attachment 
anxiety is defined as patterns of attachment where adults fear rejection. Attachment 
avoidance is defined as patterns of attachment where adults fear dependence. All 
items are rated on a seven-point Likert scale (anchored with “Strongly Disagree” and 
“Strongly Agree”). Higher scores are indicative of a more insecure adult attachment 
orientation (Brennan et al., 1998), where the minimum score on each scale is 7 and 
maximum score is 42. In the current study, both scales were used to conceptualise 
carer attachment style. The measure has been shown to have good reliability and 
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validity (Wei et al., 2007). Good reliability was also demonstrated in the present study 
for the anxiety subscale (α = .84) and acceptable reliability was found for the 
avoidance scale (α = .71). 
Carer mentalization. The reflective functioning questionnaire - short form (RFQ; 
Fonagy et al., 2016) was used to measure carers’ ability to mentalize, which refers to 
a carer’s capacity to understand their own feelings and attitudes as separate to others’ 
feelings and attitudes. The RFQ is an eight-item self-report questionnaire that 
measures mentalizing across two 6-item subscales: certainty and uncertainty about 
mental states. Items are initially rated on a seven-point Likert scale (anchored with 
“Strongly disagree” and “Strongly agree”). The scale responses are then recoded to 
measure response strength at either end of the scale. The mean score of each scale 
is then calculated, where the maximum score on each scale is 3. Higher scores on 
both scales indicate poorer reflective functioning, where higher scores on the certainty 
scale reflect individuals being ‘too certain’ about other’s mental states (hyper-
mentalizing) and higher scores on the uncertainty scale reflect individuals being ‘too 
uncertain’ about other’s mental states. Lower scores therefore reflect a greater ability 
to mentalize. Acceptable levels of reliability and validity of the measure have been 
established in non-clinical populations (Fonagy et al., 2016). Within this study, good 
levels of internal reliability for the certainty scale (α = .89) and uncertainty scale (α = 
.80) were established. 
 
2.3. Procedure 
Ethical approval for the current study was obtained from the University of 
Birmingham Science, Technology, Engineering and Mathematics Ethical Review 
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Committee (see Appendix C). Written approvals were also obtained from each 
participating organisation.  
Clinical leads in private residential care organisations for looked after children 
were contacted about taking part in the research project. If clinical leads agreed to 
take part in the project, they sent an email to potential participants within their 
respective organisations, containing a secure URL link to an online web-survey. The 
online survey was hosted by LimeSurvey (Schmitz, 2015). By clicking the URL link, 
participants accessed an electronic version of the study information sheet (see 
Appendix C), consent form (see Appendix D), and questionnaires (see Appendix A) 
which they completed anonymously if they met inclusion criteria. Following completion 
of the questionnaires participants accessed electronic debrief information (see 
Appendix E) and were given a unique code should they wish to withdraw their data. 
At the end of the survey, participants were given the opportunity to be entered into a 
prize draw for £50, £20 and £10 of Amazon vouchers. If they did so, they were asked 
to submit their email address. The email information was not linked to a participant’s 
survey responses and so responses remained anonymous.  
 
2.4. Data Analysis Strategy  
Data analyses was undertaken using SPSS (v.25; IBM Corp., 2017). 
Descriptive statistics including mean, standard deviation and range were calculated 
for all variables. Regression analyses were conducted using linear regression within 
SPSS.  Mediation analyses were carried out using the PROCESS macro for SPSS. 
Prior to regression and mediation analysis, all raw data were transformed into z scores 
in order to standardise the regression parameters. Transforming all study variables 
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into z scores also allowed for the combination of the ACC and ACA data, such that 
this could be inputted into all analyses as one variable.  
For mediation analyses, the strategy described by Preacher and Hayes (2004, 
2008) were used. When completing these analyses, Preacher and Hayes (2004, 2008) 
recommend the non-parametric bootstrap procedure as an inferential test. The non-
parametric bootstrap procedure has the advantage of being independent of sample 
and population distribution and so calculates bias-corrected confidence intervals that 
are robust to violation of parametric inference assumptions (Hardle & Marron, 1991). 
Accordingly, for all analyses, traditional asymptotic probability estimates will be 
supplemented by bootstrap parameter estimates and associated 95% confidence 
intervals, calculated from 10000 bootstrap samples.  
Fritz and MacKinnon (2007) provide estimates of the sample size needed in 
order to obtain .8 power in a mediated analysis, suggesting a sample size of 71 
participants is required to achieve moderate to large effect sizes. In the present study, 
40 participants completed all of the questionnaires, so each analysis was conducted 
with 40 participants data. Therefore, as a result of the small sample size, it was difficult 
to detect medium effects. Moreover, given the potentially reduced statistical power in 
the analysis, the possibility of Type 2 errors cannot be dismissed. Despite these 
limitations to the sample, it was hoped that analysis would still identify effects of clinical 
interest. 
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3. Results 
 
3.1. Preliminary Analysis 
Table 1.9. reports the means and standard deviations for the study variables. 
Mean levels of attachment anxiety (M=22.05) and attachment avoidance (M=18.45) 
were around the midpoint of the range but higher than levels reported in a previous 
study of Doctors (Cherry, Fletcher & O’Sullivan, 2014) and residential care workers 
(Klama, 2015). Therefore, participants in this sample demonstrated higher levels of 
attachment anxiety and avoidance relative to samples of other caring professionals. 
Mean levels of burnout (M=59.88) and secondary traumatic stress (M=67.55) were 
above the midpoint of the range. Levels of burnout and traumatic stress in this sample 
were also higher than those reported in other samples of helping professionals (De La 
Rosa et al., 2018; Harker et al., 2015; Wagaman et al., 2015). With regards to 
reflective functioning, mean levels of hyper-mentalizing (certainty about mental states; 
M=1.00) and hypo-mentalizing (uncertainty about mental states; M=0.67) were lower 
than a non-clinical comparison sample (Fonagy et al., 2016), indicating residential 
carer workers in this sample had a greater ability to mentalize relative to a student 
sample.  
For dyadic measures, mean scores on the ACC (M=45.20) and ACA (M=35.44) 
were around the midpoint of the range. A higher proportion of young peoples’ scores 
on the ACC and ACA were in the clinical range relative to another sample of foster 
children (Selwyn et al., 2016), indicating that the young people carers identified in this 
sample had a greater level of psychological distress. Mean levels of conflict in the 
relationship with a young person as measured by the conflict scale of the CPRS 
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(M=28.05) were also around the midpoint of the range, and similar to scores obtained 
in another sample of carer-child dyads (Farris, 2017). Therefore, in this sample, 
residential care workers perceptions of relational difficulties in the young people they 
cared for were similar to the degree of relational difficulties perceived in another 
sample of foster children. The mean score on negative scale of the PANAS were also 
around the midpoint of the range. Given the uniqueness of this study though in 
requiring participants to complete the PANAS in relation to a specific young person 
whom they found challenging, there was no previously published data against which 
to make comparisons.  
Inter-correlations between all study variables are shown in Table 1.10. Burnout 
and secondary traumatic stress were significantly strongly positively correlated, 
supporting the notion that they are related concepts conceptualising compassion 
fatigue. Both burnout and traumatic stress were also significantly strongly negatively 
correlated with compassion satisfaction.  
Table 1.11. shows correlations coefficients between study variables and 
demographic variables. There was a significant positive correlation between 
experience of secondary trauma and length of experience, and further, a significant 
positive correlation between hyper-mentalizing and ethnicity.  When all analyses were 
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3.2. Hypothesis 1: Reflective Functioning Mediates the Association 
between Negative Emotions and Burnout 
To explore the impact of carer reflective functioning on the association between 
negative emotional responses and experience of burnout, a series of regression and 
mediation analyses were conducted (see Figure 1.15 and 1.16).  
3.2.1. Association between negative emotions and burnout. Negative 
emotional responses to young people were positively and significantly associated with 
carer’s experience of burnout, where a single unit increase in a carer’s negative 
emotions was associated with approximately a half unit increase in carers’ experience 
of burnout (β= 0.37, Bootstrap 95% CI 0.07 to 0.66, p<.014). 
3.2.2. Association between reflective functioning and burnout. Against 
initial predictions, hyper-mentalising was significantly associated with a decreased 
experience of burnout (β= -0.67, Bootstrap 95% CI -0.86 to -0.48, p<.001). Therefore, 
‘too certain’ reflective functioning (i.e. poorer reflective functioning) was predictive of 
increased wellbeing, where a single unit increase in certainty about others mental 
states was associated with approximately a half unit decrease in carers experience of 
burnout.   
Hypo-mentalising was predictive of burnout and is reported in path b of Figure 
1.16. Indeed, the analysis indicated that ‘too uncertain’ reflective functioning (i.e. 
poorer reflective functioning) was significantly associated with an increased 
experience of burnout, where a single unit increase in uncertainty about others’ mental 
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states was associated with approximately a half unit increase in carer’s experience of 
burnout (β=0.47, Bootstrap 95% CI 0.07 to 0.78, p<.009). 
3.2.3. Mediating effect of reflective functioning. In the mediated model, 
multiplication of paths a and b provided an estimate of the indirect effect of hyper-
mentalizing on the association between negative emotions and burnout. The total 
effect for the mediated pathway was calculated as β= 0.18 (Bootstrap 95% CI -0.01 to 
0.33, p<.032). Further, when hyper-mentalizing was included as a mediator, the 
association between negative emotions and burnout became non-significant (β= 0.19 
Bootstrap 95% CI -0.05 to 0.36, p<.075), indicating a full mediation effect.  
In the mediated model, multiplication of paths a and b provided an estimate of 
the indirect effect of hypo-mentalizing on the association between negative emotions 
and burnout. The total effect for the mediated pathway was calculated as β= 0.20 
(Bootstrap 95% CI 0.02 to 0.43, p<.04). Further, when hypo-mentalizing was included 
as a mediator, the association between negative emotions and burnout became non-
significant (β= 0.16 Bootstrap 95% CI -0.11 to 0.58, p<.260). Accordingly, a full 
mediation effect was observed.  
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Figure 1.16. Simple mediation model showing the indirect effect of carer’s negative emotional 






Figure 1.17.. Simple mediation model showing the indirect effect of carer’s negative emotional 
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c’ =0.16, SE=0.16 p<.260 
c = 0.37, SE=0.15 p<.014 
a = 0.44, SE=0.16 p<.006  b = 0.47, SE=0.18 p<.009  
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3.3. Hypothesis 2: Reflective Functioning Mediates the Association 
between Negative Emotions and Secondary Traumatic Stress 
Further regression and mediation analyses (see Figure 1.17 and 1.18) were 
conducted to examine the indirect effect of reflective functioning on the association 
between negative emotional responses and secondary traumatic stress.  
3.3.1. Association between negative emotions and secondary traumatic 
stress. Negative emotional responses to young people were positively and 
significantly associated with carers’ experience of secondary traumatic stress, where 
a single unit increase in a carer’s negative emotions was associated with 
approximately a half unit increase in carer’s experience of secondary traumatic stress 
(β=0.44, Bootstrap 95% CI 0.16 to 0.72, p<.02). 
3.3.2. Association between reflective functioning and traumatic stress. 
Contrary to initial predictions, hyper-mentalizing was significantly associated with a 
decreased experience of secondary traumatic stress in carers (β= -0.39, Bootstrap 
95% CI -0.70 to -0.07, p<.015). Consequently, ‘too certain’ reflective functioning (i.e. 
poorer reflective functioning) was predictive of increased wellbeing, where a single unit 
increase in certainty about mental states was associated with nearly a half unit 
decrease in carer’s experience of secondary traumatic stress.   
Hypo-mentalising was predictive of secondary traumatic stress (β=0.43, 
Bootstrap 95% CI 0.040 to 0.71, p<.011) as the analysis indicated that a single unit 
increase in uncertainty about mental states was associated with nearly a half increase 
in carers’ experience of secondary traumatic stress. Therefore, ‘too uncertain’ 
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reflective functioning (i.e. poorer reflective functioning) was significantly associated 
with decreased wellbeing.  
3.3.3. Mediating effect of reflective functioning. In the mediated model, 
multiplication of paths a and b provided an estimate of the indirect effect of hyper-
mentalizing on the association between negative emotions and traumatic stress. The 
total effect for the mediated pathway was calculated as β= 0.11 (Bootstrap 95% CI 
0.00 to 0.26, p<.11). Therefore, ‘too certain’ reflective functioning did not significantly 
mediate the association between carer’s negative emotions and experience of 
traumatic stress.  
In the mediated model, increased negative emotional responses to young 
people were associated with hypo-mentalizing (path a), which was also associated 
with increased levels of secondary traumatic stress (path b). Multiplication of paths a 
and b provided an estimate of the indirect effect of capacity for reflective functioning 
on the association between negative emotions and secondary traumatic stress. 
Indeed, the total effect for the mediated pathway was calculated as β= 0.186 
(Bootstrap 95% CI 0.06 to 0.43, p<.032). Moreover, when hypo-mentalizing was 
included as a mediator, the association between negative emotions and traumatic 
stress was non-significant, indicating a full mediation effect.  
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Figure 1.18. Simple mediation model showing the indirect effect of carer’s negative emotional 
responses (X) on experience of secondary traumatic stress (Y) through carer’s hyper-




Figure 1.19. Simple mediation model showing the indirect effect of carer’s negative emotional 
responses (X) on experience of secondary traumatic stress (Y) through carer’s hypo-
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3.4. Hypothesis 3: Reflective Functioning Mediates the Association 
between Negative Emotions and Compassion Satisfaction 
Further regression analyses were conducted to examine associations between 
negative emotional responses, reflective functioning, and compassion satisfaction. 
3.4.1. Association between negative emotions and compassion 
satisfaction. Increased levels of negative emotions were associated with a decreased 
experience of compassion satisfaction, although the effect was non-significant (β=-
0.289 Bootstrap 95% CI -0.589 to 0.012, p<.059). Given that the association between 
carer’s negative emotional responses and experience of compassion satisfaction was 
non-significant, further mediation analysis examining the impact of reflective 
functioning on this association was not undertaken.  
 
3.5. Hypothesis 4a and 4b: Association between Attachment Anxiety 
and Avoidance and Reflective Functioning 
A simple linear regression was carried out to explore the relationship between 
carers’ levels of attachment anxiety and reflective functioning. In support of H4, 
attachment anxiety statistically significantly predicted hyper-mentalizing (R2= .21, 
F(1,39)= 9.81, p<.003) and hypo-mentalizing (R2=0.16, F(1,39)=7.46, p<.01). The 
unstandardized coefficient for certainty about mental states (β= -0.45) indicated that 
for every single unit increase in the degree of attachment anxiety, there was 
approximately a half unit decrease in hyper-mentalizing. As such, carers with higher 
levels of attachment anxiety were less likely to be ‘too certain’ about the mental states 
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of others. Further, the unstandardized coefficient for uncertainty about mental states 
(β= 0.41) demonstrated that for every single unit increase in level of attachment 
anxiety, there was nearly a half unit increase in hypo-mentalizing. Therefore, carers 
with higher levels of attachment anxiety were also more likely to be ‘too uncertain’ 
about the mental states of others. 
A further linear regression was carried out to further explore the association 
between levels of attachment avoidance and reflective functioning. The results of the 
regression indicated that attachment avoidance did not predict hyper-mentalizing 
(R2=0.01, F(1,39)= 0.42, p<.523) or hypo-mentalizing (R2= .02, F(1,39)= .73, p<.397) 
in carers.  
 
3.6. Hypothesis 5a and 5b: Association between Young People’s 
Difficulties and Negative Emotions  
Firstly, the association between a young person’s problematic behaviour and 
carer’s negative emotional responses to this was investigated using a linear 
regression. In support of H5a, increased behavioural and emotional difficulties in young 
people statistically significantly predicted negative affective responses (R2=0.37, 
F(1,39)=22.62, p<.001).  
A further linear regression was calculated to examine the association between 
a young person’s relational functioning and carer’s negative emotional responses to 
this. In support of H5b, perceived conflict in the relationship with a young person (and 
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so poorer relational functioning) statistically significantly predicted carers’ negative 
affective responses (R2=0.36, F(1,39)=21.09, p<.001). 
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4. Discussion 
 
4.1. Main Findings 
The present study sought to test some of the predictions arising from Klimecki 
and Singer’s (2012) model of compassion fatigue and compassion satisfaction, in 
addition to whether increased reflective functioning buffered against the development 
of compassion fatigue. In support of hypothesis 1 and 2, negative emotional responses 
towards a young person were positively associated with carers’ experience of burnout 
and secondary traumatic stress, and moreover, carers’ reflective functioning was a 
significant mediator in these relationships. Contrary to hypothesis 3, there was a 
negative association between negative emotions and compassion satisfaction, but this 
was non-significant. Partially, supporting hypothesis 4, carers’ reflective functioning 
was significantly predicted by carers’ degree of attachment anxiety, but not attachment 
avoidance. Finally, supporting hypothesis 5, increased reports of behavioural, 
emotional and relational difficulties in young people significantly predicted increased 
negative emotional responses in carers.   
 The first and second hypothesis attempted to explore whether negative 
emotional responses towards a young person were associated with the components 
of compassion fatigue. Results indicated that carers who experienced a greater degree 
of negative emotions towards the young people they cared for, experienced greater 
symptoms of burnout and secondary traumatic stress. Certainly, these findings are in 
keeping with the findings of other studies, that also support the notion that negative 
feelings towards clients increase the likelihood of helping professionals experiencing 
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burnout and traumatic stress (Andreychick, 2019; Baer et al., 2017; Barnet & Ruiz, 
2018; Beauvais et al., 2018). Further, results indicated that greater levels of perceived 
behavioural, emotional and relational difficulties in young people predicted greater 
levels of negative emotions in carers, in line with other studies that have shown that 
perceived challenging behaviour in young people is associated with increased parental 
distress (Morgan & Baron, 2011). 
Klimecki and Singer’s (2012) model of compassion fatigue is useful for 
understanding these findings. Indeed, according to the model, by feeling empathy for 
those they cared for, carers may have experienced their distress vicariously. If care 
workers appraised their own distress as threatening, the model assumes that carers 
will have felt negatively towards the source of the distress (i.e. the young person), 
where greater perceived suffering in young people led to greater negative emotional 
responses in carers. As a result, the model assumes that care workers will have been 
motivated to alleviate their suffering by withdrawing from those they care for. However, 
given that their role as a residential care worker involves them having to continue to 
care for young people, despite the physical and emotional challenges they may face, 
their ability to withdraw is limited, leading to prolonged distress and consequently 
compassion fatigue.  As a result, the findings of the current study lend support to 
Klimecki and Singer’s (2012) model of compassion fatigue, namely that negative 
feelings towards young people may lead to compassion fatigue. However, given that 
this study did not include any measures of empathy, the processes underlying negative 
emotional responses to young people (i.e. carer distress in response to empathy) could 
not be tested. As such, there may be an alternative explanation for why carers felt 
negatively towards young people, such as due to organizational pressures. Regardless 
Volume One Chapter Two 121 
though, this study highlights the importance of carers’ emotional responses to young 
people, specifically negative responses, in the development of compassion fatigue. 
In further support of hypothesis 1 and 2, reflective functioning was found to 
buffer against the development of burnout and partially buffered against the 
development of traumatic stress (see Figure 1.19). Indeed, hypo-mentalizing (‘too 
uncertain’ reflective functioning) significantly mediated the association between 
negative emotions and compassion fatigue, whereby as carers’ negative emotional 
responses to a young person increased, the likelihood of them experiencing burnout 
and traumatic stress increased, indirectly by decreasing their ability to mentalize (i.e. 
they became ‘too uncertain’ about others’ mental states). As such, more genuine 
mentalizing (i.e. neither ‘too certain’ or ‘too uncertain’, where an individual can 
acknowledge the opaqueness of another’s mental states) buffered against the 
development of compassion fatigue, which is supported by research demonstrating 
that better reflective functioning is associated with increased wellbeing and resilience 
(Bateman & Fonagy 2010; Yong Hee Kim, 2018).  
Hyper-mentalising (‘too certain’ reflective functioning) on the other hand, was 
associated with the experience of burnout and traumatic stress in carers, but not as 
the author had predicted (see Figure 1.19). Indeed, ‘too certain’ reflective functioning 
(i.e. poorer reflective functioning) was associated with a decreased experience of 
compassion fatigue in carers and so buffered against the development of compassion 
fatigue. Moreover, hyper-mentalizing mediated the association between negative 
emotions and burnout (but not secondary traumatic stress), demonstrating that again, 
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experience of burnout decreased indirectly by decreasing carers capacity to mentalize.  
This result was surprising. Indeed, whilst ‘too uncertain’ reflective functioning was 
associated with decreased wellbeing, ‘too certain’ reflective functioning was 
associated with increased wellbeing. These results are not in keeping with the literature 
on reflective functioning, which has established that impairments in mentalizing (both 
‘too uncertain’ and ‘too certain’ reflective functioning) are associated with increased 
psychopathology (Fonagy & Bateman, 2008; Fossati et al., 2014; Lorenzini & Fonagy, 
2013).  
The use of the RFQ may account for the surprising result that impaired 
mentalizing (being too certain) was associating with increased wellbeing. Indeed, the 
RFQ is a measure that was designed to assess severe breakdowns in mentalizing, 
which are typically observed in clinical populations, such as individuals with features 
of borderline personality disorder (Bateman, Fonagy & FBA, 2019). As such, Bateman 
et al. (2019) advise that the RFQ may not be suitable for community samples. 
Therefore, the results obtained regarding carers’ mentalizing capacity may not reflect 
their true ability to mentalize due to a lack of sensitivity in the RFQ. Certainly, other 
studies have questioned the validity of the hyper-mentalizing scale of the RFQ 
(Ghossain, 2014). Other measures which have been validated in non-clinical samples, 
such as the Mentalization Scale (Dimitrijević, Hanak, Altaras Dimitrijević, & Jolić 
Marjanović, 2018) may be useful for further investigating whether hyper-mentalizing is 
protective against the development of compassion fatigue in residential care workers.  
Another explanation for the findings that ‘too certain’ reflective functioning 
(hyper-mentalizing) was associated with a decreased experience of compassion 
fatigue is that it may act as a psychological defence. Indeed, it is well established that 
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intolerance of uncertainty is a central component of many anxiety disorders (Carleton, 
2012) and, as such, it is associated with decreased wellbeing (for a review see Strout 
et al., 2018). This would also fit with the findings in this study, that less uncertain 
reflective functioning was associated with increased wellbeing (i.e., burnout and 
secondary traumatic stress. In many cases where individuals’ experience uncertainty, 
they are motivated to do things to gain certainty, to reduce feelings of anxiety (Wells, 
2005). Given the potential unpredictability of caring for young people with severe 
behavioural, emotional and relational difficulties, it is likely that care workers have 
developed a way of managing uncertainty, by feeling more certain of others’ mental 
states. In doing so, carers are likely to feel more in control, defending against anxiety, 
which may allow carers to maintain empathy, reducing the likelihood of blocked care 
(Geiger, Hayes & Lietz, 2013; Shofield & Beek, 2005). Indeed, by creating an 
environment of increased certainty and control, it is likely that carers create an 
environment for young people that also feels more certain and predictable, acting as 
external regulator, helping young people to develop self-regulation skills. Therefore, in 
the context of residential care work, ‘too certain’ reflective functioning may be a healthy 
defence. However, it is important to note that residential care workers’ mean scores 
on the hyper-mentalizing scale in this study were still low, relative to other samples 
(Fonagy et al., 2016). Therefore, although carers were found to have some impairment 
in hyper-mentalizing, the impairment was not extreme. Consequently, this study 
highlights the importance of reflective functioning in potentially protecting carers; ‘a 
little’ certainty about the mental states of others appears to protect residential care 
workers from compassion fatigue when they feel negatively towards young people. 
Future research should examine whether ‘too certain’ reflective functioning (more 
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extreme scores on the hyper-mentalizing scale) continue to buffer against the 
development of compassion fatigue in care workers. 
Whilst associations between negative emotions, reflective functioning and 
compassion fatigue were established in this study, no such significant associations 
were found with compassion satisfaction. Indeed, a non-significant negative 
relationship was found between negative emotional responses to young people and 
experience of compassion satisfaction. However, given the small sample size in this 
study, it may be that the study was underpowered and so unable to detect the effect.  
In partial support of Hypothesis 4, increased attachment anxiety was predictive 
of capacity for reflective functioning in carers. Interestingly though, whilst attachment 
anxiety was predictive of hypo-mentalizing, it was not predictive of hyper-mentalising. 
Indeed, carers with higher levels of attachment anxiety were less likely to be ‘too 
certain’ about the mental states of others. Although this result is surprising, it would fit 
with the notion suggested in this study that some certainty regarding the mental states 
of others is protective in carers. Indeed, it would appear that carers with a more anxious 
attachment orientation are less able to develop the psychological defence of certainty, 
and thus are more likely to experience anxiety when caring for young people. 
Consequently, this study supports the idea that a greater attachment anxiety is a risk 
factor for poorer reflective functioning, and possibly poorer wellbeing in residential care 
workers.  
 
4.2. Strengths of the Current Study 
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 This is the first empirical study examining the role of mentalization in the 
development of compassion fatigue in residential care workers, from which a number 
of important clinical implications have arisen, which are discussed below. Moreover, 
despite there being a small sample in this study, attempts were made to increase the 
generalisability of findings by including residential care workers with a range of 
experiences from across the United Kingdom, which serves to increase confidence in 
the conclusions of this study.  
 
4.3. Limitations of the Current Study 
There are several further limitations that may limit confidence in the conclusions 
that have been drawn in this study. Firstly, the cross-sectional design used in this study 
means that firm causal conclusions regarding the interplay of negative emotional 
responses to young people, compassion fatigue and reflective functioning cannot be 
drawn. Indeed, although the mediation analyses conducted in the current study 
obtained results that were consistent with previous theoretical and empirical research, 
longitudinal study designs would be helpful in establishing causality in the mediation 
models proposed in the present study. Moreover, longitudinal research in this area 
may be beneficial in understanding how the experience of compassion fatigue 
influences further negative emotional responses towards young people. 
Secondly, the low response rate and subsequent small sample size limit the 
confidence in the conclusions of the present study. Indeed, the present study hoped to 
recruit 71 residential care workers in order to obtain .8 power in mediated analyses 
(Fritz & MacKinnon, 2007), but only 40 carers provided complete responses to the 
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online survey. It was promising though, that despite the small sample, effects were 
detected in the mediation analyses, suggesting that the effects were moderate in size. 
Certainly though, the low response rate to the study was disappointing. Indeed, when 
considering the high levels of burnout and traumatic stress found in the current sample, 
it may have been that residential care workers who were experiencing compassion 
fatigue were more motivated to complete the study, and thus make up the majority of 
the sample. As such, the findings may not generalise to those care workers who are 
experiencing lower levels of compassion fatigue. The author went on to examine the 
partial responses of those carers who did not complete the online survey in an attempt 
to understand the low response rate. It became apparent that most non-completers 
exited the survey when they accessed questionnaires about their attachment style, 
indicating carers may have found these questions too personal, or may have been 
worried about who would access this data (i.e. their managers). This is despite the fact 
that all residential care workers were reminded that all of their responses were given 
anonymously. Perhaps in future research, further assurances could be given to 
reassure carers that their data would always remain confidential and anonymous. 
A third limitation is that the study did not measure potential confounding 
variables, such as job demands, job control or job resources, which have been shown 
to be positively associated with compassion fatigue in residential care workers 
(Brouwers & Tomic, 2016; McFadden, Mallett, & Leiter, 2018). As such, it is unclear 
how much of the variance in the effect on compassion fatigue is due to negative 
emotional responses to young people. Future studies should measure work-related 
stress and control for this in any subsequent analyses examining the associations 
between negative emotions, compassion fatigue and reflective functioning.  
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4.4. Clinical Implications 
 The findings in the current study are consistent with the findings of other studies 
that have established high levels of burnout and symptoms of secondary traumatic 
stress amongst professionals working with individuals with trauma (Craig & Sprang, 
2010; Sodeke-Gregson, Holttum, & Billings, 2013; Sprang, Craig & Clark, 2011). The 
notion that reflective functioning was found to mediate the association between carers’ 
negative emotional responses to young people and experience of compassion fatigue 
in this study is promising though, as it implies that interventions which support 
residential care workers capacity to mentalize may be key in improving their wellbeing, 
and consequently their ability to care for young people with complex needs. This is in 
line with the NICE (2015) guidance for working with looked-after children, as they 
recommend that care workers should be encouraged to have reflective conversations 
with their supervisors in order to support the development of self-awareness and 
emotional resilience. Indeed, this study advocates the use of reflective practice groups 
and supervision, which have been shown to be effective in protecting carers from 
compassion fatigue (Frosch et al., 2018; Muskett, 2013; Pfaff et al., 2017; Smethers, 
2012). In particular, it may be helpful to encourage residential care workers to reflect 
on how they feel towards a particular young person, particularly their negative feelings, 
as these have been implicated in the development of compassion fatigue here. 
Moreover, it may be beneficial for supervisors to be aware of young people who display 
more complex behavioural, emotional and relational difficulties, as carers are likely to 
develop increased negative feelings towards these young people.  
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 Additionally, this study supports the development of mentalization-based 
training packages for residential care workers, to support their capacity for mentalizing. 
Certainly, interventions such as the mentalisation-based treatment skills (MBT-S) have 
been shown to be effective in changing healthcare professionals’ views of clients, 
allowing them to maintain empathy (Welstead et al., 2018). Importantly though, this 
study has shown that residential care workers benefit from ‘a little’ certainty about the 
mental states of others, in protecting them from compassion fatigue. Therefore, 
healthcare professionals should be mindful of supporting residential care workers to 
develop their capacity to mentalize, as developing less certainty may break down 
psychological defences that carers’ have developed to cope with the unpredictability 
of residential care. Indeed, some NICE (2015) recommended evidence-based 
approaches such as Dyadic Developmental Psychotherapy advocate ‘empathic 
dialogue’, where a carer is encouraged to wonder about the mental states of the child. 
Whilst empathic dialogue may be a useful strategy in promoting the wellbeing of young 
people, it may not be helpful for residential care workers, as wondering and therefore 
uncertainty may put carers at risk for developing compassion fatigue.   
 Finally, the findings of this study support the idea that an anxious attachment 
style is a vulnerability factor for poorer mentalizing. It may be helpful for supervisors 
and residential care workers to be aware of their own attachment style so that 
increased support can be given to these carers. However, given that carers in this 
study appeared to find questions about their attachment style difficult, this may be a 
challenge. Perhaps more open and honest dialogues within residential care services 
regarding how one’s own personal experiences may affect their ability to care another 
need to happen, in order to create a more open and honest culture.  
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4.5. Future Directions 
 The present study has identified that ‘too certain’ reflective functioning protected 
residential care workers from compassion fatigue, whereas ‘too uncertain’ reflective 
functioning was predictive of compassion fatigue. Future research should aim to 
examine whether the patterns of reflective functioning identified in this study are unique 
to residential care workers, or whether impairments in reflective functioning buffer 
against the effects of stress in other helping professionals who care for individuals with 
behavioural, emotional and relational difficulties, such as social workers, psychologists 
and nursing staff. By identifying this, the value of mentalization-based approaches for 
helping professionals in preventing symptoms of burnout and traumatic stress can be 
further considered.  
 Additionally, given that this study focused on residential care workers 
experience of negative emotions, it may be useful to explore the impact of carers’ 
positive emotional responses on compassion fatigue and compassion satisfaction. 
Indeed, positive emotional responses may partly underpin the development of 
compassion satisfaction and lead to compassionate care towards the other. Moreover, 
positive emotional responses may prevent the development of compassion fatigue.  
 
4.6. Conclusion 
 In summary, residential care workers’ capacity for mentalization has a 
significant role in mediating carers’ experience of burnout and secondary traumatic 
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stress in response to feeling negatively towards the young people that they care for. 
Indeed, ‘too uncertain’ reflective functioning was predictive of compassion fatigue in 
carers, whereas ‘too certain’ reflective functioning actually buffered against the 
development of compassion fatigue. Moreover, attachment anxiety, rather than 
attachment avoidance was predictive of reflective functioning, and as such, may be a 
risk factor for carers developing symptoms of burnout and secondary traumatic stress. 
These findings argue for the implementation of reflective practice and mentalization-
based training focused on enabling carers to feel more certain about the mental states 
of those that they care for.  
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 Child maltreatment is a global phenomenon. A report by The World Health 
Organisation (WHO, 2017) estimates that 1 in 4 children have experienced abuse 
and/or neglect. Given the devastating effects that abuse, and neglect can have on 
child development, it is common practice for children to be removed from their birth 
family and placed into foster or residential care or adopted by a family, all of which aim 
to offer a nurturing environment. However, children in care remain at an increased risk 
of developing relational, behavioural and emotional problems which can be incredibly 
stressful and difficult for carers to manage. This report summarises two pieces of 
research, which aim to understand how carers can be better supported in order to 
promote their wellbeing. The first piece of research is a review, which brings together 
all of the available evidence on a promising intervention for foster and adoptive 
families: attachment-based interventions. The second is a research study which 
examines factors that may improve the wellbeing of residential care workers who look 
after children who have been placed into residential care.    
 
Literature Review: The Effectiveness of Attachment-Based Interventions with 
Foster and Adoptive Families 
Background. Children who have been fostered or adopted often display 
challenging behaviour due to experiences of abuse and neglect. Children’s’ behaviour 
can be very difficult for foster and adoptive carers to manage. Often, when their 
behaviour becomes too difficult, placements can breakdown, where young people are 
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placed with different carers. Placement breakdown has been shown to be linked with 
poor psychosocial development in young people (Teyhan, Wijedsa & Macleod, 2018). 
It is therefore important to prevent placement breakdown by helping foster and 
adoptive carers manage young peoples’ behaviour. It has been suggested that 
interventions which focus on developing the relationship between the carer and the 
child, termed ‘attachment-based interventions’ may be helpful in improving foster and 
adoptive children’s’ behaviour (Kerr & Cossar, 2014).   
Method. Research databases were searched to identify all of the available 
studies that have tested the effectiveness of attachment-based interventions with 
foster and adoptive families. To bring together all of the findings, a statistical technique 
called meta-analysis was used. In total, 32 studies were included in the review.   
Main results. The reviewed studies tested the effectiveness of attachment-
based interventions on improving foster and adoptive children’s relational, behavioural 
and emotional difficulties. Overall, the findings for attachment-based interventions 
were promising, as small to moderate improvements were found on children’s 
relational, behavioural and emotional functioning. Interventions that were delivered 
individually were more effective than those that were delivered in a group. A number 
of limitations were identified (e.g. small number of carers in some studies). 
Conclusions. This review builds upon the growing evidence base that 
attachment-based interventions with foster and adoptive families are effective in 
improving foster and adoptive children’s wellbeing. Social work agencies and child and 
adolescent mental health teams would benefit from offering attachment-based 
interventions to foster and adoptive families, particularly in an individual format. 
However, given that group interventions were also effective in improving children’s 
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wellbeing, it may be more cost-effective for services to offer group interventions 
initially, followed by individual interventions if more intensive support is needed to 
support carers. 
 
Research Study:  The Role of Reflective Thinking in the Wellbeing of 
Residential Care Workers 
Background. Residential care work is an emotionally demanding profession. 
Indeed, residential care workers are expected to manage challenging behaviour from 
young people, which can lead carers to experience a negative emotional state called 
compassion fatigue, which is characterised by high stress and decreased empathy for 
others. Some studies have suggested that carers develop compassion fatigue when 
they feel negatively towards the young people they care for (Klimecki & Singer, 2012). 
Other studies have suggested that mentalization, which refers to an individual’s ability 
to understand that others have different thoughts and feelings to them, can protect 
carers from developing compassion fatigue (Fonagy, 2018). Finally, other research 
suggests that an anxious attachment style, where individuals are concerned with being 
rejected by others (Crittenden, 2006), is a risk factor for poor mentalization. This study 
aimed to understand how compassion fatigue develops in residential care workers, as 
it can affect carers ability to care for young people. 
Method. 40 residential care workers who care for children who are placed in 
residential care completed an online survey. The questionnaires in the survey 
measured residential care workers’ wellbeing, attachment style and ability to reflect. 
The questionnaires also asked residential care workers to think about a particular 
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young person who they found challenging to care for, and think about how they felt 
towards them emotionally, as well as their perceptions of that young person’s 
behaviour.  
Main results. Predictions were partially supported by the findings that: 
1. Carers were more likely to experience compassion fatigue if they felt negative 
feelings towards a young person they cared for, and the extent to which they 
experienced compassion fatigue was explained by carers’ ability to mentalize. 
2. Carers were more likely to experience negative feelings towards young people 
if young people displayed challenging behaviour.    
3. Carers who had an anxious attachment style were more likely to be poorer at 
mentalizing.  
Conclusions. These findings support the theory that negative feelings towards 
young people are important in the development of compassion fatigue in residential 
care workers. The findings also suggest that mentalizing may protect carers from 
developing compassion fatigue. Therefore, encouraging residential care workers to 
reflect on their feelings towards young people through training, supervision or 
reflective practice may be beneficial in promoting carers’ wellbeing. Specifically, such 
support should be offered to carers who have an anxious attachment style as they are 
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Dear Dr Law 
  
Re:  “Stress and wellbeing in carers of young people looked after” 
Application for Ethical Review ERN_17-0855 
  
Thank you for your application for ethical review for the above project, which was reviewed 
by the Science, Technology, Engineering and Mathematics Ethical Review Committee.   
  
On behalf of the Committee, I confirm that this study now has full ethical approval. 
  
I would like to remind you that any substantive changes to the nature of the study as 
described in the Application for Ethical Review, and/or any adverse events occurring during 
the study should be promptly bought to the Committee’s attention by the Principal 
Investigator and may necessitate further ethical review.   
  
Please also ensure that the relevant requirements within the University’s Code of Practice for 
Research and the information and guidance provided on the University’s ethics 
webpages (available athttps://intranet.birmingham.ac.uk/finance/accounting/Research-
Support-Group/Research-Ethics/Links-and-Resources.aspx ) are adhered to and referred to in 
any future applications for ethical review.  It is now a requirement on the 
revised application form (https://intranet.birmingham.ac.uk/finance/accounting/Research-
Support-Group/Research-Ethics/Ethical-Review-Forms.aspx ) to confirm that this guidance 
has been consulted and is understood, and that it has been taken into account when 
completing your application for ethical review. 
  
Please be aware that whilst Health and Safety (H&S) issues may be considered during 
the ethical review process, you are still required to follow the University’s guidance on H&S 
and to ensure that H&S risk assessments have been carried out as appropriate.  For further 
information about this, please contact your School H&S representative or the University’s 




Susan Cottam  
Research Ethics Officer 
Research Support Group 
C Block Dome 
Aston Webb Building 
University of Birmingham 
Edgbaston B15 2TT 
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Wellbeing in carers of young people looked after 
 
 
My name is Emily Dunn and I am currently doing a doctorate in clinical psychology at 
the University of Birmingham. I am conducting research into the wellbeing of 
residential care workers who care for looked after children.  
 
I would like to invite residential care workers to take part in this research study. Before 
you decide whether or not you would like to participate, please take time to read the 
information sheet provided carefully. Talk to others about the study if you wish, or ask 





What is the purpose of the study? 
The aim of this study is to understand wellbeing in residential care workers who care 
for looked after children. In particular, we are interested in how interactions between 
residential care workers, young people and their organisation change the experience 
of wellbeing, and factors that may increase an individual’s resilience. This study is 
being run as part of a doctoral research project at the University of Birmingham.  
 
Why have I been invited to take part?  
You have been approached to take part in this study because we are interested in 
the experiences of residential care workers who care for looked after children, with 
varying amounts of experience. We aim to recruit approximately 70 residential care 
workers. 
 
What will happen to me if I agree to take part? 
If you agree to take part in this study, you will be given a unique participant code and 
asked to complete a series of questionnaires through an online web-survey. These will 
ask you questions about how you have been feeling recently, your relationships with 
some important people in your life, and your experiences in your current job.  These 
questionnaires should take 30 minutes to complete. Your responses will be made 
anonymously. No one from your organisation will know your individual responses.   
 
To thank you for your participation, you can choose to submit your email address in 
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What will happen if I do not want to carry on with the study? 
You do not have to take part in this study and you are free to withdraw from the study 
at any time up until 1st March 2019. If you would like to withdraw your data from the 
study, please contact the researcher (please see contact details below) and quote 
your unique code given to you during the study. If you decide to withdraw, you do 
not have to give a reason and it will have no effect on your rights. If you choose to 
withdraw your data from the study, you will still be eligible for the prize draw.  
 
 
What are the benefits of taking part in this study? 
It is unlikely that you will receive any immediate personal benefit from participating in 
this research. However, it is hoped that this study will provide an evidence-base for the 
development of effective support programmes for residential carers.   
 
What are the disadvantages of taking part in this study? 
Some of the questionnaires ask about your wellbeing. At the end of the study you will 
be given a number of help and support organisations, which you may find useful.  
 
 
What will happen to the results of the research study? 
The data we collect will be used in the strictest confidence, and no identifying 
information will be stored, to safeguard your confidentiality and ensure anonymity. 
The data will be stored on a secure server for 5 years, which only the researchers will 
have access to. The University of Birmingham may need access to information for the 
monitoring of research.  
The study findings will be written up in a thesis and in a report, that will be shared with 
you through your organisation. Results will be presented in such a way that individual 
data will not be identifiable.  
 
What now? 
If after reading this information sheet you are interested in participating in the 
research, please click the URL link and complete the online survey.  
 
If you would like to discuss any aspect of this research, or have any concerns, please 
contact the chief investigator: 
 
 
Contact details:  Emily Dunn 
Supervisor:   Dr Gary Law 
Address:  University of Birmingham, School of Psychology, Birmingham, B15 
2TT 
Telephone No:   
E-mail:    
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If you would like to speak to someone independent to the research, please contact 
Dr Chris Jones  
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Title of Project: Wellbeing in carers of young people looked after 
 
Researcher: Emily Dunn 
  
 
          Please tick box 
 
 
1. I confirm that I have understood the information sheet dated 
October 2018 for the above study.  I have had the opportunity 




2. I understand that my participation is voluntary and that I am free 
to withdraw at any time during the research interview, without 




3. I understand that the data collected during this study will be 
looked at by the researcher and relevant others at the University 
of Birmingham to ensure that the analysis is a fair and reasonable 
representation of the data, but that my responses will be 
anonymised and cannot be linked to me.  
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Thank you for taking part in this survey, we appreciate your time and effort! 
 
I am interested in the wellbeing of residential care workers who care for looked after 
children. In particular, I am exploring the experience of stress in care workers, and 
factors that may increase their resilience. Through this research I hope that we will gain 
some further understanding of residential care workers’ experiences so that they can 
be better supported in future through training and supervision.  
 
If you have any questions or queries about the research, please don’t hesitate to 
contact Emily Dunn (exd674@student.bham.ac.uk). A summary of the results of the 
research will be available from your clinical lead within your organisation in Summer 
2019. 




If you think that you might be experiencing stress, don’t worry. Stress is a normal 
response and there’s a lot of support out there to help you if you are finding it difficult 
to cope.  The following websites have information that may be helpful to you: 
 
• www.stress.org.uk provides helpful resources on coping with stress 
• www.isma.org.uk provides helpful resources on coping with stress 
• www.rethink.org provides advice and support on dealing with mental health 
difficulties 
• www.mind.org.uk provides advice and support on dealing with mental health 
difficulties 
• www.samaritans.org provides confidential support, 24 hours a day (08457 90 90 
90). 
 
If this survey has raised concerns for you, and that you are worried that you are not 
managing your stress, please discuss how you are feeling with your manager and 
colleagues as they can help you. We suggest that you also discuss this with your G.P, 
physician or other healthcare professional, who will be able to signpost you to further 
support services.   
If this survey has raised concerns for you, about a particular child in your service who 
may be behaving in an extreme manner, please discuss this with your line manager 
or supervisor who will advise how best to support you and the young person.  
 
